nan —_ 
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MARYLAND STATE DEPARTMENT OF HEALTH 
TISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


+ 


O66 


FOR TATE MEDICAL EXAMINER'S CERTIFICATE OF DEATH 
HEALTH DEPT. |5: PEEGE s OF DEATH 2. USUAL RESIDENCE [Where decocsed lived, If inslitulion: Residence before admission) 
z Carroll manvtann ||” Maryland oe tia 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board off] 


ent within 72 hours.after death. 


or its designated agent, prior to burial, cremation, or removal, and in any 


Balto,City 


b. CITY OR TOWN {if outside corporete limits, . LENGTH OF STAY IN Ib 


write RURAL end give neerest town) 


Sykesville 


3yrs.12days 


c. CITY OR TOWN (If outside corporete limits, write RURAL end give necrest lown) 


Baltimore 31 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) 


Fs 


d, STREET ADDRESS 


23 S. Duncan Street _ 


___ Springfield State Hospital _ 


3. NAME OF First Middle Last 4. DATE Month “Dey Year 
DECEASED OF 
{Type or print) Mary Magdalene Pearman Beck DEATH June 15, 1961 
5, SX 5. COLOR OR RACE] 7, MARRIED FC] NEVER MARRIED [] | & DATEOF SIRTH eral co | ER ESA RINE LODER ZEB S 
at birthdey) |"Months| De Hi Min. 
A) Female White wwowe []  pvorc []| September 6, 190k, ee "| lage | 4 


10s, USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


10b, KIND OF BUSINESS OR INDUS’ 


TRY | 11. BIRTHPLACE (Stete or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Housewife - Maryland U.S.A. 
\ 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
; George Edw. Pearman Magdalena Sparr 


15, WAS sects EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (If yesgivewerordetes ofservice) 


° 


16. SOCIAL SECURITY NO.| 17, 


INFORMANT Address 


Springfield Hospital Records 


18, CAUSE OF DEATH [Enier only one cause per line for (e), (b), end (c).] 
PART I. DEATH WAS CAUSED 8Y: 


IMMEDIATE CAUSE e) __ De compensatory heart failure 


INTERVAL BETWEEN 
ONSET AND DEATH 


2h hours. 


2 DUE TO 
Conditions, if ony, which 
geve rise to immediete cause 
{a}, stoting the underlying 
cause leet, 


DUE TO 
{e) 


} 


)__Arteriosclerotic cardiovalvular disease 


Generalized arteriosclerosis. 


Years 


Years 


Natural causes Bal Accident (al 


Suj 


Zz oyBe 3 OTHER Tee CONDITIONS CONTRIBUTING TO DEATH BUT 7 ae TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)) 19. WAS AUTOPSY 
2 apt with convulsive disorder with psychotic reaction, REFORMED? 
3 ity. YES iz No [-] 
= mL besits CAUSE WAS 2Db. DESCRIBE HOW INJURY OCCURED, (Enter neture of Injury in Pert | or Pert Il of item 1B.) 
E | PRIMARY [1 or CONTRIBUTING [J 
| CAUSE OF DEATH. 
) 3 | Zoe. TIME OF INJURY Month, Day, Year | 2Dd, INJURY OCCURRED | 20e. PLACE OF INJURY Home erm, | 20% (City or town} (County) (Siete) 
tend | fF lour a. While __Not While factory, street, office bldg., i 
2Rarly ALM. June 15, jet wor [-] at work | Hospita | Baltimore Ci Maryland 
21. I certify that | took charge of the remains described above, held an Autopsy Ki. Inspection fx]. Inquiry Es and in my opinion 


ide oO 


Homicide ‘cal Undetermined manner oO 
CHIEF MEDICAL EXAMINER [_] 


ASSISTANT MEDICAL EXAMINER [ay DATE SIGNED 


M.D. 


James T. Marsh, M.D. 


DEPUTY MEDICAL EXAMINER ©] 


6/15/61 


Address (Street, city, town, or county) 


220. SURIAL, ion | DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) —~—-‘(Stale) 
REMOVAL (Specify) 
BURIAL JUNE 19,19 j ET y MARY 
23. FUNERAL DIRECTOR ‘ADDRESS - 240, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
‘| HENRY SANDER & SONS INC. BALTIMORE MD. Al isk Weal 


DATE JUN 1.9 '61 


~ 
@ 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6618 CERTIFICATE OF DEATH 2669 
If institution: Residence befare admission) 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. 
9. COUNTY co. STATE 


Carroll PEO Maryland °°" City A 


b. CITY OR TOWN (If outside carporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN {If autside carporate limits, write RURAL and st nearest town) 
RURAL and Syxe nearest tawn Ot - 4. 


kesville lyr.limos,.2days Baltimore 31 7 


d, NAME OF re {If nat in haspital, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
‘OR INSTITUTION ON A FARM? 


Springfield State Hospital 304 Spring Court ves NO EE 
. Wale OF First Middle 4. DATE Month Day Yeor 


OF 
fives oneal Esther Madison DEATH June 9, 1961 
5. SEX 6. COLOR OR RACE |7. MARRIED [/] NEVER MARRIED [7] |8. DATE OF BIRTH AGE Un years PLUNDER YEAR IF UNDER 24 HRS. 
last birthdoy) [aA s | Ho in 
Female White wipoweD (%} pivorceo [] April 3, 1887 Th ys. Keg S| 


100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housewife - New York U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


William Madison Mount Rachael Dafter 
Lae We ere ws. ene) Loe 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
No la ee - Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter only ane cause per line far (a), (b}, ond (c)-] RE eT 
PART |, DEATH WAS CAUSED BY: 2 
IMMEDIATE CAUSE (o) Congestive heart failure, 

L}/ <a y 8 DUE TO 
Conditions. if ony, #hich Rheumatic heart disease, 
gave rise ta immediate 
cause {a}, stating the under- ( DUE TO 
lying couse last. (c} 


0.U28 1 SUSE NAOH CENUENEL "a RE BERLE VOLED GERM Buy eRowNe PeRENET "|" FLA 
YES] NO 


—_ 


in 24 hours one z 


¥ filled in by the funeral director, 
Pages 1 and 2 should be filed 


|, cremation, or removal, ond in ony event, within 72 hours ofter death. 


Then please remove carbon papers. 


ned by the attending physicion and campl 


OR CONTRIBUTING C1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


he burial-transit permit. 


200. ACCIDENT WAS UNDERLYING 1) fe DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Port Il af item 1B.) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City ar town) (County) (State) 
Hour a. m. While NOPWhile. factary, street, office bldg., etc.) | 
p.m. W lot work [-] of wark 


aspital or attending physicion. 
MEDICAL CERTIFICATION 


m: After this certificate has been 


= 
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3 
§ 
<3 
5 
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21.1 certify that (I) (this hail) attended the deceased fram. » 19-<22, that (1) (we} last 
saw the deceased alive an_© 95 ft and that death accurred aft 204M am the causes and an the date stated above. 


‘2b. DATE 


2a. Si TURE 
IED 
Gaeitri a _tel be wo [ATENOINS Boe SAF 6/976 


1c. PHYSIC) ee SRE 


NaneWree) Aoustin delCampo, } MD. Springfield Hospital,Sykesville,Md. 


23a. BURIAL, CREMATION, | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) 

bel 3—1 961 

24, UNERAL DIRECTOR'S SIGNATURE ADDRESS 750. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


pardUN 13 61 Cnitun £, Fame 


the Stote Board of Health prior ta burial 


may be retai 
TO FUNERAL D' 


TO HOSPITAL 


22 
z=> 
2a 
22 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a 


z, 9 CERTIFICATE OF DEATH 2 
1 QM G61 — | 
3 $ A 1, PLACE OF DEA’ ra 2. USUAL RESIDENCE (Where deceesed tived, If institution: Residence before edmission) 
o a a, COUNTY °. ies b, COUNTY 
2 2 | a ________MARYLAND || iGarredd +. 
- pe g b. cry on Uy a) a outside corporete limits, c. LENGTH OF STAY IN 1b c. CITY orth TOWN ar tan do. ‘limits, write RURAL end give neerest town) 
Bas write RURAL end give neerest town) 
=, Sykesville : ural---Sykesville ee 
8 0, . ME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) ]. STREET ADDRESS . 1S RESIDENCE 


ON A FARM? 


YES Cxxe Ch 


Pullen. Nursing Home Obrecht Road 


NAME OF Middle Lest 4. Month Day  Yeer 
DECEASED oF 
ince. See E BENNETT mam June 10. 19 61 
oe — * 
5. SEX 6 COLOR OR RACE) 7, maRRIED fe] NEVER MARRIED [_] | B+ DATE OF BIRTH 3. AGE (In yeers |iF UNDERT TEAR] IF UNDER 24 HRS, 


lest birthdey) | Months Deys | Hours ales Min. 


wiboweD [_] pivorceo [] | fi Au - 8, 189 1! 69 = | | 


CE (County & Stele, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 


White 


Wa. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPL 
done during most of working life, even if retired) 


ificate eo within J 


attending physician and completely fi 


that (I) (we) last 
from the €auses and on the date stated above, 


attended the deceased from. 


TT, 


a 
i 


and that death occured 


220. SIGNATURI 


= 72. DATE | 
vi é ATTENDING STAFF I 
2 EQ _ Mo. RL Bo pays. : d 


= a | | 
5 ; Parging=Retired _! ___Farm__ | _Carroll Co. Md. ae 
a 13. FA NAMi | 14. MOTHER'S rol NAME 
3 | 
3 ohn R. Bennet ox _ Elizabeth Shipley =. 
o 15, WAS DECEASED EVER IN U.S, ARMED. | 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
a3 (Yes, no, or unkown) | (Ifyesgivewer; Dieta 
oe lala heetetetenntentonteted (aw wn = = A220 34-6027 Mr. Ralph M. Bennett, Sykesville, Md, 
= ¢ <a 18. CAUSE OF DEATH [fhier only one cause per line for (a), (b), end (c).] * SRetiatar TWEEN 
Fe ; 
vos PART I. DEATH WAS’CAUSED BY: @ y, 
bey a IMMEDIATE CAUSE () Cur. Ltn sp eackuns. 4 Lin atabird. — 
ey _ 
2aoe i “43 o DUE TO 4 Ae Gia 
gece Cobden Hag arbi aah Aisbeces , ep tf i 
ores geve rise to immodiete couse | TD 
Pls (e), steting the underlying ‘} a 
Pee . 
"592 a a & ey ee 70 G/ 
= 5 2+ FA PART Il. OTHER SIGNIFICANT CONDITIONS “CONTRIBUTING TO DEATH TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE - CONDITION GIVEN IN" PART 1 Te) 19. pee 
Saou 2 
BGs 3 : i vs de Sy 
te rh 3 & 20e, ACCIDENT WAS UNDERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert t or Pert Il of item 1B.) 
eae O & | oR CONTRIBUTING [-] CAUSE OF DEATH 
aeee © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
UF 38 z Ze. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20e, PLACE OF INJURY (Home, a 20f. (City or town) (County) ~ (Siete) 
ax bat 5 Hour e.m. While Not While fectory, street, office bldg., etc.) 
8 g 3 = t work et work 
con 
eos 
a 
3 
8 
2 
5 
om 
° 
a 
8 
a 
i. 
gy 
3 
2 
& 


= ag if 22c, PHYSICI. s "| 22d. ADDRESS +i | 
RO NAME (Type) as L 
fa wl id Howard_E. Hall, M.D. _|__.. Sykesville, Maryland... = 
O<5 23e. BURIAL, CREMATION, | 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ——*|s 28. Renn (Cry tov Geunhyy (Stete) 
Tig REMOVAL (Specify) 4 | 0 t C and. 
ovo J Eye 61! Wesley emetver Co. 9M. ~ 
nerds (4) J 24 FUNERAL DIRECTOR'S SIGNATURE 49 rin ¥ 25e, REC'D BY eee 25b, ant 'S SIGNATURE 

15M 9/60 C. M. Waltz, Winfield, Maryland pare JUN 1 4 61 it 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS —- BALTIMORE 1, MARYLAND 


620 CERTIFICATE OF DEATH 06604 


oll 


ra 
3 = 1 Le ee say ve a RESIDENCE (Where deceased lived. If institution: Residence before admission) 
= 8. , b, COUNTY 

aS MAI g 

3 { byiosl mee Aika l . al oi Tee ee 

Ble M b. CITY OR TOWN (If outside carporate limits, write | c, LENGTH OF STAY IN 1b © CITY OR TOWN (IF outside corporate limits, write RURAL and give neorest town) 

Fy _RURAL ! vie nearest tawn) - , a 
reget 3 le PX ~ AO LOFLA-o tar h aele nA” 
ae ale ME “ HOSPITAL (if nat in hospital, give street address) REET ADDRESS: 1S RESIDENCE 
= 2 
oP ine © Op INSTITUTION Se 7) ON A FAI 
g 25 Mensa (Rash J Mbbpvetl goprk- ves nod 
2 E5 6 3. NAME OF First Vin 5 Lost 4. DATE , Month Doy Yeor 
Sie E = a 
> as Mieeoriernd) pes OTPIE LY Lake A COLL pe gen)| AK Gers § W6S 
@. S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [J | 8- Re OF BIRTH’ 


. SEX 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
F a lost birthday) | Months] Doys | Hours] Min. 
J A ‘ 
ale trhe WIDOWED’ Divorced [] CLS LEE ‘2 OY yrs. 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR ag 111. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most pf working life, even, it retired) 


OR eM Ce 


ae en. 
13. FATHER’ zh NAME 


14, MOTHER'S MAIDEN NAME 
A Ath hhstn hk A Pie @ - has b. CPs iam olen 
ee PECERSED at U.S. Laps 4 pose 16. SOCIAL SECURITY NO. | 17. INFORMANT Address r 
19, oF unknown yet, give wor of dates of service é - - = 
Pye | a 2 28 - TIE te yf, kyla I Qe <4 Phrrsulabeod py 


1B. CAUSE OF DEATH [Enter only one cause per line-for (a}, (b), and (c)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: , , 
IMMEDIATE CAUSE (a) (LAL Otte 


Pepa. DEATH 


Then pleose remove corban papers. 
, and in ony event, within 72 hours after death. 


$4 
# 
a 
13 
5 
8 
bo) 
= 
8 
< 
= 
3 
rd 
ra 
= 
a 
ea 
= 
3 
= 
2 
3 
° 
= 
> 
a 
Sai 
2 
€ 


The low requires thot the death certificote be executed 


wd is ’ t 
¢f- by. os DUE TO il ye / es F | 
“= ape Siam ae, é ; B re 
ae Canditians, if ony, which rs : Aspe ( teten Upatirles sh ae y 
£ oO gove rise ta immediate 
gs cause (o}, stating the under- ( PUETO 
en lying cause last. © 
fees —__— 
285. 3 Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOFSY 
gees = = 
< is 5 Ss Sas yes [[] NO 
= Bigs 6 «| [202 ACCIDENT WAS UNDERLYING T3 ~ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 18.) 
25550 & | OR CONTRIBUTING ELCAUSE OF DEATH “— = sas 
<sefe ) 16 | (iF EITHER, NOTIFY MEDICAL EXAMINER) — — oe 
2 a ss & ]20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ir 20 (City or ae (County) (State) 
=o ee ray Hour a. m. = ii factory, street, affice bldg., etc.) 
hou eeei a 5 ay [Mile Nat while > ’ 
ine Eee = p.m. lat worl ke i ae a ae, 
©o,22 a 7 3 ‘y \ - " 
z gs et 21. 1 certify that (!) (this haspital) attended the deceased frant> co 1264, doc Psat $+. 19.7, that (1) (we) fast 
ay = i 
é oS saw the deceased alive an and that Aeath accurred ot /AM, franf the couses and an the date stated abave. 
ts) ed 220. SIGNATURI 7 22b. DATE 
pots \ ATTENDING MED. STAFF SIGNED 
fa 3 ~/o7 PHYS. DIRECTOR [}) PHYS. 
O25 25 The, PHYSICA SL) 0 72d. ADDRESS 
2h? ype Fe) 
aig28 eR pop Ee 4 ae NAL <tEAD Ll ary. ete oh 
ESS o as = 
a SYOs 230/ BURIAL/ CREMATION, | 23b. DATE THEREOF 23c. NAME OF “Pe ‘OR CREMATORY 23d. LOCATION {City, tawn, ar caunty) (Stay 
oS he REMOVAL (Specify ees is y y 
ofott . daze: \ Sd ffm. f 
e oF 25b. REGISTRAR'S SIGNATURE 


Onthen £, Fase 


24, FUl RAL DIRECTOR ‘S$! ty aes ADDRESS | 250. REC'D BY REGISTRAR 
ve als (0 Neder Leck. aupretrod Wf | ust 138) 
9 YE, cA 


24 haurs ofter 
Pages 1 ond 2 should b 


ar removal, and in any event, within 72 haurs after deat] 


« 


Then please remove carbon papers. 


-transit permit. 
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page 3 should be detached far use as the burial 
the State Board of Health prior ta burial, crematian, 


TO HOSPITAL O 


ae 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


06605 


6621 CERTIFICATE OF DEATH 


1, PLACE mg at 2 


@. COUNT 
Carrell hizo 


USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
9. STATE b. COUNTY 3 
Maryland = 


b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN 1b 
RURAL and give nearest tawn) 


Henryton 8 days 


¢. CITY OR TOWN (if autside corporote limits, write RURAL ond give nearest tawn) 


‘d. NAME OF HOSPITAL (If nat in hospital, give street address) 
OR INSTITUTION 


Henryton State Hospital 


Baltimore = ya £ 
e. 1S RESIDEN! 


d. STREET ADDRESS 
ON A FARM? 


1204 MeCulleh Street yes (] NO & 


First Middle 


John Thomas 


3. NAME OF 
DECEASED 
(Type or print) 


los! 4. DATE Month Yeor 


Day 
Bowie Beata June 22, 1962 


S. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [3 | 8- DATE OF BIRTH 


6-19-1900 


Male Negre wiooweo (] pivorcéo [] 


AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
p Aaamee! Months} Days | Hours | Min 
yrs. 


10a, USUAL OCCUPATION (Give kind af work dane} 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


Truck Driver 


11, BIRTHPLACE (Stote ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 


Montgomery Coe, Md. U.S.A. 


13. FATHER'S NAME 


Charles McAber 


14, MOTHER'S MAIDEN NAME 


Nannie Bowie 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 


John Thomas Bowie - Patient 


(Yes, no. or unknown) 


No 216-10~6938 


| UE yes, give war or dates of service) 


Address 


1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (¢).] 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a], 


INTERVAL BETWEEN 
ONSET AND DEATH 


Far advanced bilat. cavitary pulmonary tbc. 


4 i? . QUE TO 


\ Sed 


Conditions, if ony, which te) 


gove rise to immediate 
cause (0), stating the under. ( DUE TO 
lying couse last () 


Part !1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) | 19. da) AUTOPSY 


RFORMED? 


yes(]) not] 


OR CONTRIBUTING C1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION, 


21. | certify that (1) (this ho 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE 
Hour a.m. While. __ Not while foctory, street, office bldg., etc.) ! 
19 Jot work [] at work (7) ' 
pom. 


20a. ACCIDENT WAS UNDERLYING (2) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Por! I! of item 1B.) 


‘OF INJURY (Home, form, | 20f. (City ar tawn) (County) (Stote} 


3. 1981, that (I) (we) last 


the causes and an the date stated abave. 


saw the dece alive an 
To. SIGNATURE, ol, 


2c. BRISIGIAN $ 
‘vel Edgars M. Maculans, Supt. 


2b.DATE 
ATTENDING MED. STAFF 
PHYS. 0 birector Pus. 0 6-22-61 


23a. BURIAL, CREMATION, | 23b. DATE, THEREOF 


peMoval pect ya Lf Gi 


23c. NAME OF CEMETERY OR CREMATORY 


23d. LOCATION (City, town, or count 7 Stote 
ty. aunty) ——[Stote) 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 
> . 


UC Po¢ 


2Sb, REGISTRAR'S a 


2S0. REC'D BY REGISTRAR 
pate AUN 2 8 '61 Cnttun £ Hae 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


= S CERTIFICATE OF DEATH 
« 
& 3 if mae OFE DEATH oA USUAL RESIDENCE {Where deceased lived. If institution: Residence before odmissian) 
2 °. °. b. COUNTY 
= 2 Carroll MARYLAND M 
3 b. CITY OR TOWN (If outside corporate limits, write | c, LENGTH OF STAY IN 1b <. CITY OR TOWN (If outside corporate limits, write RURAL ond ve nearest ra 
RURAL and give nearest town) 3 254 pet 
ae Sykesville lyr. 3mos. ud Silver Spring [Sa 7 —.) 
2 2 (6) d. NAME OF HOSPITAL (if nat in hospital, give street address) d. STREET ADDRESS . 1S RESIDENCE 
[a] Fi nae 5 OR INSTITUTION ON A FARM? 
er ane inefi ie 52h Dartmouth Ave, yes [] NO 
2 5 NAME OF First Middte Lost 4. DATE Month Doy Yeor 
a 3 (Type or print) Mamie Rebecca Barkley Brown DEATH June 55 iol 
@: e S. SEX 6, COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] | 8- DATE OF BIRTH 9- AGE (in peor IF UNDER 1 YEAR] IF UNDER 24 HRS. 
soya: ay, Month: De Hie Min. 
Female White wibowen Ki] pvorceo tg) | July 16 ’ 1886 Th | allen wal te ss 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF 8USINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during mast of working life, even if retired) 


Housewife North Carolina 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Archibald Barkley Margaret Michael 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


eto ities: Soe oe Springfield Hospital Records 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


18, CAUSE OF DEATH [Enter anly one couse per line far (a), (b), and (€)-] INTERVAL BETWEEN 


ONSET AND DEATH 


Then please remave carbon papers. 


PART |. DEATH WAS CAUSED BY: . 
[ } ~. IMMEDIATE CAUSE (a), Days 
P DUE TO 
\ / 
Conditions, if oy, which (1 


gave rise to immediote 
couse (o}, stoting the under- 
lying cause lost. () 


DUE TO 


¢ burial-transit permit. 
the State Boord of Health priar ta burial, cremation, ar remaval, and in any event, within 72 haurs after death. 


Hour a.m. While Not while foctory, street, office bldg., etc.) | 


p.m. lot work [] ot work ' 


ic) 

i 

3 Zz P, I, OTHER SIGNIFI CONDITIONS CONTRIBUTING TO.DEATH 8UT NOT,RELATED TO THE TERI \L DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 

% o|c.BiS.aSsoe, with care. cist.) With psychotic reacti an . PERFORMED? 

= ey Fa yes] No} 
¥ 

es = 20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 

3 & | OR CONTRIBUTING (CAUSE OF DEATH 

5 G |(IF EITHER, NOTIFY MEDICAL EXAMINER) 

5 Z 

ry a 20c, TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY [Hame, form, T 208. (City or town) (County) (Stote) 

5 a 

3 = 

= 


fer this certificate has been signed by the attending physician and campletely filled in by the funeral director, 


DING PHYSICIAN: The low requires that the death certificate be executed 


ryl0, 19 toJdune 5, __ 3 19-61, that {I} (we) last 


sow the deceased alive on.June_5,..--19.61 ond thot death occurred at L2:@6PiMm the couses and on the date stated above. 


21. | certify thot (1) (this hospital) attended the deceosed from. 


3 
g 
; 
8 
3 
£ 
= 
8 
oe 2a. iis é. 22b. DATE 
hg Z 2 (: ATTENDING . ]GNED 
aa LOoduatin lel Cparrflo —w0o\ ME ion ot ae 6/5/64 
O8E> 7 PHC is ae 22d, ADDRESS 
= pe 
2$z3 Agustin delCampo, M.D. Springfield Hospital, Sykesvil 
BESS : ae weer Bee 
aS ee 23a. BURI ERIN 2b, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (Gjty, tawn, or county) (Stote) 
Q>58 REMOMAL (Speci "4 3 a 
eee Boney |b Juve 46/ Lived Toa, Mh Citta, 
- Fe 24. EUNERAL DIRECTOR'S SIGNATURE ADDRESS. 2S0. REC'D BY REGISTRAR 2b. REGISTRAR'S SIGNATURE 
pM f 1 EO 
VR AIS 
EM 99) PLLA ecetel Home IZA A o*By 861 hth Pct 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS ~— BALTIMORE 1, MARYLAND 


6623 CERTIFICATE OF DEATH 66607 


1, PLACE OF DEATH az pets RESIDENCE (Where deceased Ijved. if institutian: idence befare admissian) 
a. COUNTY, b. COUNTY 
ALD P24 C27 Leste 


ITY OR TOWN (If autside carporate limits, write c, LENGTH OF STAY IN Ib ¢, CITY QR TO" (If autside carporate limits, write RURAL and give nebrest town) 


URAL and give nearest tawn) 
7 LAA LEAD Br 7; 8 
PIT, 


street address} 


MARYLAND 


d. STREET ADDRESS 


e. IS RESIDENCE 
ON A FARM? 


Yes [] NO ZL. 


4. DATE 


d in by the funeral director, 


First Ra Middle 


3 
DECEASED 
Cpe cr print) We LIRZD, WS DEATH 25 GL 
6 i Sag RACI oa Amica Cf NEVER MARRIED 2h} DATE Ay BIRTH AGE (In years [IF UNDER 1 YEAR| IF ame 24 
g iveRct 2 lost diinéoy) ‘Months ys | Hours | Min. 
Vises Lits Lyris (| wicowed o fo) OZ Ey rs. 
Tog. USUAL OCCUPATION (Give kind of wark pera 10b. KIND OF BUSINESS OR INDUSTRY | 11. =f CE (St ib or fo Seuf counlry) 12. CITIZEN OF WHAT COUNTRY? 
durigtg mast of warking Ijfe, eve! retired] 
LAVIMMLZL Al é 


1 (Z IER'S NAMI 3 Fe MOTHER'S MAIDE! ot Male, 


WS DECEASED EVER IN USS. RMED FORCES? [16, SOCIAL SECURITY NO. 17, INFORMANT ‘Addrexs ¢ 
a, Ho, or tnknomn) | (F Yes, give wor or date of wis) 
Te Se © [2-32-2995 Iya Ln 
18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b}, and ().] 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE in ASTHLAL A 
531-0 DUE TO 


Ganditiansarsanyroenieh nrAsE 4 FES aml Enma (4a LA Tt aA | 


gove rise ta immediate 


Lost Month Year 


24 hours ofter 


Poges 1 ond 2 shauld be filed with 


ete ; 
, ond in any event, within 72 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Then please remove corbon papers. 


Fter this certificate has been signed by the attending physician and compl 


3 DUE TO = 

cause (a), stating the under: Es 3 - 
¢ (haven M8 WITALS VERS: L VLA KF veg LI. Arnel ALAS 
a 5 Paar Il OTHER SIGNIFICANT CONORIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THGJERMINAL DISEASE CONDITION GIVEN IN PART T(o}/19. WAS AUTOPSY 
z 9 
= < g yes] Not] 
vas & 20a. ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
§ & | OR CONTRIBUTING LJ CAUSE OF DEATH 
e U (UF EITHER, NOTIFY MEDICAL EXAMINER) 3 
3 & [20c. TIME OF INJURY Manth, Day, Yeor | 20d, INJURY OCGYRRED 20e. PLACE OF I {Hame, farm, | 20f, (City ar own) {Caunty) {State} 
5 a Hour a.m. While N&p&bile factary, stree} bldg., ete.) ! 
pe ry va 19 lor ieerk i 
e a pom Jat work [] ater 
= ital) attended the deceased fram. 1s S ta... 19@L, that (I) (we) last 


DING PHYSICIAN: The low requires thot the death certificate be executed 


21. | certify that (I) (this os 


saw the deceased alive ans 
220. SIGNATURE 


INE Z3_19G/, and that death accurred ol 264M. fram the causes and an the date stated abave. 


- ATTENDING Me F 
= M.D. | PHYS. rk 0 — 
WL Saeaye baal 


Mc. armen 2d. Was 


NAME (Type) Z L : sy Le to) sd 


30. BURIAL, CREMATION, Zac. NAME OF CEMETERY OR CI le 23d. LOCATION 
RIMOVAL (Specify 

J vied Lidar 

ERACDIRECIOR'S SIGNATURE 


+2 pre 


poge 3 should be detached for use as the burial-transit permit. 
iferstatelbeard’aptice ith prentatbial; eremulion sorremaval 


moy be retaine 
TO FUNERAL DIRE 


TO HOSPITAL O! 


DRESS ow 


= 
as 
Z> 
La 
a. 
ioe 


a) 


Page 4 


24 hours after 


i 
lled in by the 4 director, 


® 


Then please remave corbon papers. Pages 1 and 2 shauld be filed wi 


spital or attending physician. 
fer this certificote has been signed by the attending physicion and compl. 


IDING PHYSICIAN: The law requires that the death certificate be executed 


page 3 shauld be detached for use as the buriol-transit permit 


TO HOSPITAL O| 
may be retaine 
TO FUNERAL DIRE! 


ae 
as 
=> 
La 
S 


in 72 ie -) 


the State Board of Health prior ta burial, cremotian, ar removal, and in any event, wi' 


CERTIFICATE OF DEAT 


H 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


C6608 


1. PLACE OF DEATH 
o, COUNTY, 


Carroll 


MARYLAND ota 


2. USUAL SESIDENCE (Where deceased lived. 


ryland 


b. COUNTY 


If institution: Residence before admission) 


Montgomery _ 


b, CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib 


c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) Cc \ - > 
oral). Sykesville 25 days Bethesda js FD 
d. NAME OF HOSPITAL {IF not in hospitol, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
OR INSTITUTION, ON A FARM? 
eld State Hospital 8018 Park Lane ves C] No fl 
3. NAME OF 7 “3 : 
DECEASED. First Middle Last 4 a Month Doy Yeor 
{Type or print) Yann a Sr DEATH 1 } 19 
5. SEX 6. COLOR OR RACE | 7. MARRIED fey NEVER MARRIED 0 8. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR) IF UNDER 24 HRS. 
ag 84 birthdoy) [Months] Doys | Hours | Min. 
Male White widowen (%—_vorceoE | 11-1 74"1899 vig 


10a. USUAL OCCUPATION (Give kind of work done] 
during most of working life, even if retired) 


ooring Contractor 


Flooring 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country) 


12. CITIZEN OF WHAT COUNTRY? 


iis 


13. FATHER'S NAME 


riffin Bratchard Canad: 


14, MOTHER'S MAIDEN NAME 
Sarah Ellen Trainor 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(Yes. 10, oF unknown) | GF yen. give wor or dates of rervice) 


vninown unknown 


17, INFORMANT 


Hospital Records 


Address 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] 
PART I. DEATH WAS CAUSED BY: 


Py IMMEDIATE CAUSE (o)_ Congestive heart failure 
O23 


Conditions, if ony, which 
gove rise to immediote 
couse (0), stoting the under: 
lying couse lost. 


DUE TO 


@— diseases 


INTERVAL BETWEEN 
ONSET AND DEATH 


Hour 0. m. foctory, street, office bldg., 


p.m. 
21. | certify that (1) (this gay attended the deceased fram.____-. Se plGa 2a, 
saw the deceased alive an. O= 


While Not while 
‘ot work [7] ot work 


MEDICAL CERTIFICATION: 


een : 


= to--Gme Ly 


19.61, ond that a accurred at-§AM, fram the causes and an the dote stated abave. 


Parr Il. OTHER macnn, "Sey SEN CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) |19. WAS AUTOPSY 
Chronic Brain Syndrome associated with Central Nervous System Syphilis | visi woo 
200. ACCIDENT WAS UNDERLYING 7 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
[20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 


19.611 that (1) (we) last 


“NAME (1996) 


Agustin delCampo, 


No. SIG RE hm 2b. Bae " 
ATTENDING MED. STAFF IGE 
FH) c % 7, le TYE, M. 5 PHYS. Director PHYS. RI) 6-161 
HYSICIA\ 72d. pepriss: 
dD. 


23c. NAME OF CEMETERY OR CREMATORY 
Gate of Heaven Cel 


Za. BURIAL, NA ge 23b, DATE THEREOF 


6/16/61 


23d. LOCATION (Ci 


, town, or county) 


(Stote) 


(24, FUNERAL DIRECTOR’ ey y IGNATURE ADDRESS 


25a. REC'D BY REGISTRAR 
y 16 


2Sb. REGISTRAR® : SIGNATURE 


Chthun £ Kress 


-Pumipbrey s.. wWethesde, MaryLantbar dun 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 06608 


oa 


< se 
® 32 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmision) _/ 
eee a. a. STATE b. COUNTY is 
e 32 Carroll marr Frederick 
Xo] g b. CITY OR TOWN (If autside carporate limits, write c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn) 
5 a RURAL and give nearest town) : 
Ee ee kesville 9mos.Uidays Frederick | 
L 
€ ga 4. Bae OF HOSPITAL (IF nat in hospital, give street address) d. STREET ADDRESS e. ERS 
6 2% 
2 35 pringfield State Hospital 556 E. Church St. ves 2] No 
2 é 5 . NAME OF First Middle Lost 4. DATE ‘Manth Day Yeor 
+ ws . = 
a 23 (Type or print) Robert Josiah Carty DEATH June 15, 196) 
> o 8. SEX 6, COLOR OR RACE |7. MARRIED (C] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
wa: lost birthday) [Manths] Days | Hours] — Mi 
Male White wiooweo [] pivorceo &] March 7, 1879 82 ys 


12. CITIZEN OF WHAT COUNTRY? 


U.S eAe 


10a. USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY 
during mast af warking life, even if retired) 


Lime kiln work ~- 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Jacob Carty Lou Ann Ingram 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT Address 


(Yes, no, oF unknown} | (UF yes, give wor or dotes of service) 


No 


11. BIRTHPLACE (Stote or fareign country) 


Maryland 


\d camplet 


18. CAUSE OF DEATH [Enter anly ane cause per line far (a), {b), and (c).] 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART I. DEATH WAS CAUSED BY: 
’ IMMEDIATE CAUSE (o|_ Bronchopneumonia Days 


Then please remove carban papers. 
|, and in any event, within 72 haurs after death. 


L419 I) DUE TO 
v Canditians, if ‘any, which (by 
gave rise ta immediate 
cause {a}, stating the under. ( OVE TO 
lying cause last. {co} 
Cc 5 pu IW, OTHER SIGNIFICANT eerebr: INTRIBUTING DEATH BUT NOT,RELATEO, T; Wale CONDITION GIVEN IN PART Ia)|19. WAS AUTOPSY 
-B.S.assocmth cerebr: erosis with psychotic reactim. vs) Nod 


20a. ACCIDENT WAS_UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Manth, 
Hour a.m. 
p.m. 


‘20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn) (County) (State) 
factary, street, office bldg., etc.) | 
1 


Yeor | 20d. INJURY OCCURRED 


While Not while 
‘at wark [7] ot wark 


Day, 


id 


MEDICAL CERTIFICATION 


spital or attending physician. 
fter this certificate has been signed by the attending physicion an 


page 3 shauld be detached for use os the burial-transit permit 


ENDING PHYSICIAN: The law requires that the death certificate be executed 


saw the deceased alive on June i, 19 61 and that death accurred atl: 4 9AMram the causes and an the date stated abave. 


JATURE Z 72b. DATE 
aoe ou hel bam wo ATOMS Boe a HMfan 6/15/60 


2c. PH) JAN'S, 22d. ADDRESS 


“lyP) Acustin delCampo, M.D. 


the State Baard af Health priar ta burial, cremotian, ar remaval, 


z 
O25 
ei 
Ze 
re oa 
= oS 
633 
xro2 
oFfo 
ae 


23a. BURIAL, cen 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ar caunty) {State} 
alk 
Bete ale 6=18-1961 Park Heights 
. TURE ADDRESS 2Sa. REC'D BY REGISTRAR 2Sb. REGISTRAR’S SIGNATURE 


Brunswiek, Maryland OATE N20 '61 Clathun of Fw 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH O6610 


Reg. Dist. No. 
1 aT y a, Penne (Where deceased lived. If institution: Residence before admission) 
°. 
MARYLAND ZZ, b. COUNTY 
LALAaATL A VAI May DOP LTA 


Sutside corporote limits, write 
nearest town) 


¢. LENGTH OF STAY IN 1b 


c. CITY OR TOWN (IF opftside corporote limits, write RURAL ond oer nearest town) 


Ln > 


EU La Lidgtt addy 
| d, STREET ADDRESS. 7, - e. 1S RESIDENCE 


DOR: pie ca a! oo ee 


4. DATE ou Yeor 


3. NAME OF 


DECEASED 4. 4 Vii fag os GERI ODE Age DeaTH Ome a 19 of 


filled in by the fui 
Pages 1 and 2 shautd be filed wit! 


in 24 hours after 


é 


‘ter this certificate has been signed by the attending physician and cample' 


6. COLOR OR RACE 7. MARRIED L} NEVER MARRIED [-] |8. DATE ye BIRTH 2 9 AGE tl or iF UNDER 1 YEAR| IF UNDER 24 HRS. 
jos! birthdoy) [Months] Doys | Hours] Min. 
Vez wipoweo {~~ _—ovorceo [] Y, /XS Vie (SO. 


d aR OCCUPATION (Give kind of work rk done] 10b. KIND OF BUSINESS OR RUSTE “4 ahs, cE to or foreign counffy) 12. CITIZEN OF WHAT COUNTRY? 
dusjl most of ne life, even if retired 


Mts Vif ot Lt: | 7 da 


LZ ADA Ll t, 
ae “$ Ve 14. MOTHER'S MAIDEN NAME , 
hel Lage LZ EA DeLee i e A2ZEP Ei ha Ld > PLL ALM 


ine NT ¢ ‘Address 
G/ 


———— 


, fi 
"Ce Late. Lee YB zB 0 LAE AE EO. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c) Yj INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: CormoVaey FAREA Boe StS , FF 


IMMEDIATE CAUSE (o] 


Then please remave carban papers. 


a7) DUE TO 
Conditions, if any, which wo PRIER to SCOT K CD10 Vi SCUAR, 
gove tise to immediote whe 
cose (0), stoting the under. {| OVE TO SE Te 
lying couse lott. ta 
Paarl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINALDISEASE CONDITION GIVEN IN PART 1o}]19. WAS AUTOPSY 
Ml 
= ves) No 


Tie ACCIDENT WAS UNDERLYING C) 1206. DESCRIBE HOW INJURY OCCURRED. (Ener noture of injury in Por Yor Port H of Hom 18) 
‘OR CONTRIBUTING () CAUSE OF DEAT 
{ir eItHeR, NOTIFY MEDICAL EXAMINER). 
Pe TIME OF INJURY “Mom, Dey. Year [20d, INJURY OCCURRED 2. PLACE OF INJURY tome, form, {20% (City or fown) (County) (Stote) 
Hour While Not wie fodeey aie ee Sid: ae:) 
jot work [[] ot work ' 


2t ein that | attended ¢ cope a A 6f, to... STEVEN 1962 that | last saw the deceased 
SE Ms, fram the causes and an the date stated above. 


ADDRESS {Street, cil "OD stote] TE NED 
Thy LORIDGE RD. Cleler. 
sonar Le 10 L. STERIC. WEST A STR. Dd ey, aaa 


70. Bat vat onc Zc. Py OF e ETERY OR CREMATORY Md. LOCATION (City, town, of count; {Stote) 
2 7 
as fk Af ee, wd CLAx, Cy Ey! faa LECE LOLEX 
~\ NeEIORSsIoND ADODRI é “P, BY REGIS) 2db. REGISTRAR'S SI RE 
iiaeas te STi. Ba Set [Means Sp 
15M Das ‘ LZ i VLOG Lf AypeTtzerenate 2 Y Ya Jette DATE 


rs 
is} 
< 
y 
& 
& 
uy 
z 
Q 
a 
$ 
= 


NDING PHYSICIAN: The law requires thot the death certificate be executed 
hospital or attending physician. 


page 3 shauld be detacned far use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs after death. 


TO HOSPITAL O' 
may be retaine! 
TO FUNERAL DI 


MARYLAND STATE DEPARTMENT OF HEALTH 


Py my 4 IMMEDIATE CAUSE (o)_ Softening of the brain _ 
am 3 io . a . -DUETO 


Conditions, if any,“which »)___ Occlusion of cerebral artery ; | Days_ 
gave rise to immadiata cause 
(®), stating tha undarlying ( DUETO 


cavesiien at Generalized arteriosclerosis _Years. 


tained by the hospital or attending physician. 
DIRECTOR: After this certificate has been signed by the attending physician and com; 


he burial-fransit permit. 


3 1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
. CERTIFICATE OF DEATH * 
A 6627 O6675 __ 
= 23 Ae PLACE OF DEATH 2. USUAL RESIDENCE (Whare dacaased lived, I Institution: Rasidance before admission) 
35 ee o. STATE b, COUNTY 
oe a Carroll MARYLAND Maryland ____ Montgomery vw 
= U5 b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH GF STAY IN tb c, CITY OR TOWN (If outside corporate limits, write RURAL and give naaras! town) 
; a3 bo RURAL and giva nearest town) 3 4 j 
a 25 ykesville 6yrs.10mos.2Bdays: Silver Spring —s_—i| SALI 
£ pss L d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, giva street address) d. STREET ADDRESS a. 15 RESIDENCE 
SF She O ON A FARM? 
es Springfield State Hospital _ 16 Eastmoor Drive _} ves [] no 
Bz es- |. NAME OF — ” First test 4. DATE Month “Day Year 
= Gad DECEASED or 
ceteitie (Typa or print) Laure Leleah May Casteel DEATH June 29, 1962 
gs 5. SEX 6. COLOR OR RACE) 7, sARRIED [~] NEVER MARRIED ol® DATE OF BIRTH ~, oe AGE payee IEC RRI aD BT 24 HRS. 
re] ‘6 
2 EBs Female White wiboweD [-]__ DIVORCED December 2,1875 4 y alee ee | 
3 os Oa. USUAL OCCUPATION (Giva kind of work — | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Counly & Stale, or foraign country) _ | 12. CITIZEN OF WHAT COUNTRY? 
2 33 dona during Bie ystting life, avan if retirad) | | 
§ SEE pee 4 “ i ri Mo. i___ U.S.A. 
= 8 ef 13. FATHER’S NAME ~ | 14, MOTHER'S MAIDEN NAME 
8 By Dr. Albert H. May Martha Frances Thompson 
e ei 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
2 8s (Yas, ne, FED (Ifyas givawarordatasofservica) 
eA taal - ___- __| _ Springfield Hospital Records ert me 
= 5 “18, CAUSE OF DEATH [Enter only ona causa per lina for (8), (b), and (<).] "| INTERVAL BETWEEN © 
$s 5 PART I. DEATH WAS CAUSED BY: SNSEL AND DEAS 
5 e 
‘4 2 
ra] 
£2535 
o Ss 
= 2 
= 3 
ae 
a 
£3 
8 
a 
= 


je 3 Pare OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[e)| 19. WAS AUTOPSY 
5 2) C.B.S.assoc.with dist.of metab., growth or nutrition with senile brain d Sn Noe 
3) ~<|S| ease with psychotic reaction, % (Ms 2] no FJ 
ra = 20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURED. (Entar natura of injury in Part | or Part Il of item 18.} 

& & ] OR CONTRIBUTING [|] CAUSE OF DEATH 

= & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

0 3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,‘ 20f. (Cily ortown) (County). (Stata) 
a a caer srs While __ Not While factory, streat, offica bldg., etc.) | 

8 2g a 9 at work at work [_] t 

td 


21. I certify that (I) (this hospital) atiended the deceased from... August..6,.... 195i, to.dune--2Py-1 1961s, that (I) (we) last 
saw the deceased alive on... een alQsel, and that death occured at L:.RORMm the causes and on the date stated above. 


222. SIGNATURE < 22b, DATE 
& ATTENDING MED, par SIGNED 
HY S. IRECTOR PHYS. 
zistoia MRSS sla TOmECTON |] x June 30, 1967 
22c. PHYSICIAN’ 


director, page 3 should be detached for use as 


be filed with the State Dept. of Heal 


Kei / ics * 22d, ADDRESS 
NAME (Type! 2 
ae “ Ellis Margolin, M.D, ___|Springfield Hospital ,Sykesville, Md... 
Oecd 230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
meh REMOVAL (Spacify) : t 
9° 9 ransiteSurial! 7/3/61 i on Cemetery — 
fy i 25a, REC’ . REGISTRAR’S SIGNATURE 
VRAIS (4) Hae UBS Inc, sds CoBEbia Avenue MS io fee? WUE ek 
15M 9/60 rig , Zshe.” Silver Sprii “Marylang!o«m JUL 5 '6 Clash 8, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
"628 CERTIFICATE OF DEATH next NOD Le 


nl T\PLACE Of DEATH 


ay bd pass (Where deceased lived. If institution: Residence before admission) 
b. COUNTY 


Poge 4 


io. eee 


‘Ma nd a 


° 11 MARYLAND 


so b. CITY ey ih (IF outside corporote limits, write |e. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporote limits, write RURAL ha give neorest town) 
d RURAL ond give nearest town) 

paw 2 Uniontown Life A jontown 
< = d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. I$ RESIDENCE 
° = OR INSTITUTION ON A FARM? 
Zi ety ves (] No &) 
2s 3. NAME OF First Middle lost 4. DATE Month Do: Yeor 
= 3 DECEASED : * oF 4§ ah 
Se epee Anna Louella ail June_15, 19 61 


® 
permit. Then please remove carbon papers. Pages | ond 2 should be filed with 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 74 HRS. 
eg « lost oe Months] Days | Hours Min. 
eons emale White widowen£] pworceo} |October 12, 18 
s € 7 100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (ciate ‘or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
z ges during most of working life, even if retired) 
os 3 Housewife Own home Carrol] Co,, Maryland 
3 a & 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
© S88 . F 5 
B Bee John R. Wolf Mary Ann Corbin 
= Bo 8 15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 
Sez 
a {Ye, no, or unknown) (It yet, give wor or dates of service} 
ae no none Mrs. Marshal] HYSrs >» Uniontown, Maryland 
A 2 18. CAUSE OF DEATH {Enter only one couse per line for (0), (b), ond (¢)-] INTERVAL SETWest 
= PART |. DEATH WAS CAUSED BY: 
8 : IMMEDIATE CAUSE (0). Alene Sehr OV 5 
£ 4 y. DUE TO 
ss / 
a Conditions, if ony, which o 
fe gove rise to immediote 
€ DUE TO 


couse (0), stoting the under- 
lying couse lost. te 


Past Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)[19. wer 
ves} NOfg" 


20a, ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH. 
(OF EITHER, NOTIFY MEDICAL EXAMINER) 


Sn 
}20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, : 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office wns ete.) 
p.m. w lot work [[} ot work [7] H 


21. | certify that | attended the deceased eae as et ee ‘ _., 19a L.,that | last saw the deceased 


olive eS ee wel... ard that death occurred ot © TE: 0 _M, from the causes and an the date stated above. 
"ADDRESS (Sireet, city or town, stote) DATE SIGNED. 


Gt 


z 
is} 
3 
= 
& 
S 
Vv 
z 
¥ 
a 
¢ 
= 


TTENDING PHYSICIAN: The law requires thot the death certi 


actual ; 
SIGNATURE. PCR LLL fe MD. 


mas Lames 7 Va 


iP é M/ ES] ALMVO FS h 
nn a eS 
720. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) {Stote) 
REMOVAL (Specify) ‘ . 
B 3, n 9.196 ubhera ome: niontow } 
; <p 


© HOSPITAL ©; 
moy be retain 


TO FUNERAL DI! 


do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


oarfUN 1 9 761 Chitlean £ Khaw 


einu 
a 
> 
a 
= 
vs 


3 
z= 
Zs 
x 
& 


MARYLAND STATE DEPARTMENT OF HEALTH — 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 06 61 3 


_ 6629 CERTIFICATE OF DEATH 


ENE tore deceased lived. If institution: Residence before admission) 


~ cz 
Ey ¥ 3 Y ene a OS SIATE 
Z_ °. °. b. COUNTY 7 
=. Ble WN Carroll pales Maryland Balto.City i 
3» b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
oo r\ RURAL ond give nearest town) 347 , 3 at 
= 52 Sykesville 18yrs.9mos.7days Baltimore 31 / 
c 3 
2. 22 = d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS, @. IS RESIDENCE 
°c Ae é } C OR INSTITUTION 74 ON A FARM? 
z 39 Springfield State Hospital 2533 Frederick Ave. ves [] No 
ee Ey 3. NAME OF First Middle ast 4. DATE Month Doy Year 
ae (Type or print Mollie Chapman - DEATH June 26 19 61 
r S. SEX 6. COLOR OR RACE |7- MARRIED L] NEVER MARRIED [-] | DATE OF BIRTH 9. AGE (ie yeors JIEUNDER 1 YEAR| IF UNDER 74 HRS, 
q os lay) | Month: is, 
3 Female White wipowep K] Divorced [] June 18, 188) “F Fa, Wie ats elie [eee 
Wo. USUAL OCCUPATION (Give kind af work done] 0b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
1g. most of working life, even iF retir 
h one pied 4 Washington, D.C. U.S.A. 
[)3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Charles Knoblock Caroline D. Steeper 


3 WAS ee 45. tal as bre 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
A Serene Ose A 
eae bse ~ - Springfield Hospital Records 


18, CAUSE OF DEATH [Enter only ane cause per fine far (a), (b), ond (c}-] 


PART I. DEATH WAS CAUSED 8Y: A e ONSET AND DEATH 
f] IMMEDIATE CAUSE (0) cute heart failure 
t «0 J DUE TO 


Hours 


Conditions, if ony! which w___Arteriosclerotic heart disease Years 


gove rise to immediote 


INTERVAL BETWEEN 


Then pleose remove corban popers. 


fter this certificote has been signed by the ottending physician ond camp! 


poge 3 should be detoched for use os the burial-tronsit permit. 


cause (0), stoting the under- DUE TO 
é lying cause lost. fo 
2 é Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
2 2) Schizophrenfe' reaction, paranoia type. Bronchopneumonia. ee Cte 
a Fan y 
fe \ © |200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port I of item 18.) 
aaa S¢ | OR CONTRIBUTING [] CAUSE OF DEATH 
5 | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= = ca ee = - 
ro & |20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn} (County) (Store) 
5 8 Hour a.m vy (While, Not while foctary, street, office bidg., etc.) | 
3 = Pam. at wark [7] ot wark 1 
= 21.1 certify that (1) (this hospital) attended the deceased from._March 7,_ 19.66, tun 7 19 that (I) (we) last 


220, SIGNATURE = abe 
tar heb Cars fe wo [ARRON Moe a _ HA Im 6/26, 
—— 
D 


TENDING PHYSICIAN: The low requires that the death certificote be executed 


the Stote Boord of Health priar to buriol, cremation, or removol, ond in ony event, within 72 hours ofter deoth. 


fe 
One Rc. PHYSMEIAN'S 72d. ADDRESS a 
222 NAW (Tyre) Agustin delCampo, M.D. Springfield Hospital,Sykesville ,Md. 
Fo ie | (ant a ee aeas be ey es) OP ee ee eee 
a F} 3 230. Le) Cispecie 23b. DATE THEREOF 23c. MAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
>> ONAL (Specify) € ww 
HE: BEE 6-299 81 | Lge LL sao 
- 


24, EUNERAL DIRECTOR'S SIGMATUR ‘ADDRESS 0. REC'D BY REGISTRAR | 2Sb, REGISTRAR'S SIGNATURE 
VR AIS (4 Tf My S = 5 
Ts 9759 eZ CALVO = 4. Yi QALAL vaWUN 2 8 '61 Biren ae: Bs 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6636 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 


°. ON CARR O LL. MARYLAND 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b 
RURAL ond give nearest town 


UN/oW “BRIDGIZ _Rupbe 


Poge 4 


5 ges 3 RESIDENCE (Where deceased lived. If institution: Residence before admission) 
aS 


b. COUNTY CPR, Po LL 


c city OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


4 
nero! 


21. | certify that (I) (this haspital) attended the deceased from fe f 2, - 4. 19.___, that (I) (we) last 
19&J, ond that death accurred at. oD fram the causes and an the date stated above. 


£ 
= 
2 
2 
Es 
2 
3 
oe YEARS MLN BRILGE FORRL 
2 62 d. NAME OF HOSPITAL (If nat in hospital, give street oddress) cd. STREET ADDRESS e. IS RESIDENCE 
ro - & OR INSTITUTION ON A FARM? 
es 
3 . 2 Yes [] NO 
re = 3. NAME OF First Middie Lost 4. DATE Month Day Year 
x -. aa 
Pers treet rin) JE SSL RAY Cla RK pea JUVE 27 aed 
os S. SEX 6. COLOR OR RACE |7. MARRIED PALNEVER MARRIED [-} |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ors Go 7 iene pwvorceo [} Tul i die z ao. Months] Days | Hours] Min. 
os: WED yrs. 
3 2S VY 1s"- {£8 as 
2 eE&s 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 eg5 during most of working life, even if retired) | 
3 get FiRM werk LEWD YS 
bo e a g 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
© 68-2 SE —_ 
Sore OoHN CLB ELIZABETH  Tot7W Soy 
hy 
S = 8 a 1S. WAS DECEASED EVER IN. vu. $. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address TAD 
5 O55 (es, no, or un ~y ik yes, give war or deter of service) 6 -/F-63764 " D 
8 -1S- = 
elas “We ARIE CLARK YN op BRIDGE 
eae: 8 = 18. CAUSE OF DEATH [Enter only one couse per line far (a), (b). and (c).] INTERVAL BETWEEN 
at east 6 ’ ONSET AND DEATH 
ote PART |. DEATH WAS CAUSED BY: (CS erate , 
2 3 os a, IMMEDIATE CAUSE (0) fee 
5 £e£€E oh. ~O DUE TO 
ets 
= 225 Conditions, if ony, which (by 
$ BES jove rise ta immediote 
= 2ge FKP Monga: ¢ DUE TO 
5 Ske couse (a), stoting the under- 
ogra lying couse last. ©) 
25. 35 ilying “collse ‘lasts 
228 Bos 3 Pant ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
2soF (4 4 * ’ oy 
ye & ‘ s 
2a9 ev 2 hota, ~ Rel hithias2. yes] Nop 
= A |e 
er = 1200. ACCIDENT WAS UNDERLYING E]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port I! of item 18.) 
= = 
er} oe OR CONTRIBUTING [] CAUSE OF DEATH 
age  |(iF EITHER, NOTIFY MEDICAL EXAMINER) 
Sos & |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20F. (City or town) (County) (Stote) 
ese 8 Hour 0. m. 19 [While Not white Re Tae OP, 
as Ss p.m. lot wark [[] ot work i 
233 
5; 
? 


saw the deceased alive ant, 


poge 3 should be detoched for use os the buri 
the Stote Baord of Health prior to buriol, crema 


Mo. SIG 

So oe ATTENDING MED. STAFF 

Pl ‘ k M.D. | PHYS ra DIRECTOR PHYS. 
O25 22c. PHYSIC 22d. ADDRES 
2 Be NAME (Type) oiaw BR YHLON BRILG =. 222 
ets ff ALLE OF ANG. NE Let EE LE bE REE 
Fd £3 a, BURIAL, CREMATION, 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote} 

>? y 
238 e/ | JoHtw weseey Ls “1b 
=F ADDRESS. y Ez REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
Z 2 ' 

“EM 49! wv. Yue ~e@ joa JUN 2 9 '61 Cnthun £ Koonsas 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6634 CERTIFICATE OF DEATH 06615 


= ce 
S ee 5 TUAGEORIDEATH) 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 
na a ° b. COUNTY 
« 32 BRRGLL. ee. LIERVLPWD CARR OL t 
i 2 e:, b. eye oe eng (lf pune corporate limits, write ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF autside corporote limits, write RURAL ond give neorest town) 
\ ‘ond give negrest town y 
% fz UNEN BRID tHE VEPRS |X Uo SRILGE 
dz 2 x d. NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS og RESIDENCE 
5. = ° 3 — : 
g 59 WHITE ST WHITE Sm. Yes 0) NODK 
2 5 3. NAME OF First Middle lost 4 DATE Month Day Year 
x =. : , 
a a¢ (Type or print) KEY ERNEST. Col. WELL DEATH Jayne / + 19 | 
& 2 <1) $. SEX % COLOR OR RACE |7. MARRIED [AY NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
h 
5 


Gd. Months] Doys | Haurs | Min 
yrs. 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 
iS7T& 


13. FATHER'S NAME CLERG Y/1h 1 MCLEAN 
JOHN CohLWELL 


wioowen (J oworceo ] |APA/L 7 -/S87/ 


10a. USUAL OCCUPATION (Give kind of work dane 
during most of working li as if retired) 


12. CITIZEN OF WHAT COUNTRY? 


RATED L/ S 


VNA L068S8 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ie INFORMANT Address 


(Yes, no, or unknown) (lf yes. give wor or dates of service) INEZ COLWELL YN en BRIDCE SYD 


/¥ 0 VEL) 
18. CAUSE OF DEATH [Enter only one couse per line for {o}, {b}, ond (c).] INTERVAL BETWEEN 
‘ ONSET AND DEATH 


PART |. DEATH WAS CAUSED 8Y: ~ 
IMMEDIATE CAUSE i§ Co rerierans cf Eee. PiidgdD 2 3 hg 4 


Then please remave carban papers. 


the State Boord of Health prior ta burial, crematian, or remaval, and in any event, within 72 hours ol 


ate has been signed by the attending physician and completely filled in by the funeral director, \ 


IDING PHYSICIAN: The low requires that the death certificate be executed 


x DUE TO. 
s Conditions, 4f ony, which o 
£ gove rise to immediote 
+ couse (a), stoting the under. { CUETO 
gts lying couse lost. ©. 
3 5 Zz Paget Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT BELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
232 oy) CONTRIBUTING TO DEAT PERFORMED? 
3 z= = ‘ 
485 3 |New Se) Wey + ves] NOR 
pe a id = 200. ACCIDENT WAS_UNDERLYING (] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port II of item 18.) 
534 & [OR CONTRIBUTING [1 CAUSE OF DEATH! . 
e 8 | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
30 & |20c. TIME OF INJURY Manth, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) {Caunty) (Stote) 
5 5 Rave eat 9 {White fhe ia foctory, street, office bldg., etc.) ! 
a} = p.m. at work [7] at work ‘ 
a SS, 10. & 4]. 


= 
Mi 


21 certify tho () (this hospitgl)otiended the deceased fram._f0..( 27 that (I) (we) last 
w_the deceased alive one lly 4) es and that death occurred al . fram the causes and on the date stated abave. 


IGNAWURE ). DATE 
aay Can. crfe- no ft? Wooo RHE o é fra.fey 
UNION BRIDGE LL 


23a. BURIAL, CREMATION, | 23b. DATE, THERE! 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 


BORTAL| 1/7/61 | MT VIEW GNitW BRIDGE 710 


24. FUNERAL DJRECTOR’S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 2Sb, REGISTRAR'S SIGNATURE 
BS 


h ti t2hi Y. oars JUN 1 9 761 Cutten £ Masa 


ar 
y X 


TO FUNERAL DIRECTO! 


TO HOSPITAL O, 
may be retuinel 


a 


<< 
as 
=> 
2 
3 


a> 
@ 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 06616 


|, PLACE OF fated 2 a) gy ERE deceased lived. If institution: Residence before admission} 


. COUNTY b. COUNTY (i 4) ‘2 P 
MARYLAND Mary /and ¢ Z fx 
TO 


b. iy OR TOWN (If outside corporote limits, write f LENGTH OF STAY IN Ib MZ. OR 'N (If outside corporote limits, write RURAL ond give nearest town} 


L ond give nearest town) af 
years WA Ley HAr 


Page 4 


4. 


Pages 1 and 2 shauld be filed with 


. 


v4 
d, NAME OFAMOSPITAL (If not in hospitol, give street oddress) d, STREET ADI 
‘OR INSTITUTION 


e. IS RESIDENCE 
ON A FARM? 
yes [] No 


|. NAME OF First Midd! 4. DA 
NAME OF irs! idle TE Month Doy Yeor 


; Li Da 
{Type or print) Ry Eh PUM BACK patH TUNE 2G 9 

. SEX é at OR RAGE |7. MARRIED [EP NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
F lost birthdoy) FMonths] Doys | Hous | Min. 


wow] wore |SAPT 2G 1672) Sc em 


100, pated OCCUPATION aL kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | Tl. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


ing most of working life, even if retired} 
WN He ME Maps ann iD 


14, pa 'S MAIDEN NAME 


24 hours after di 
lled in by the fu 


9 


Then please remave carbon papers. 


, and in any event, within 72 hours © 


Meat Kate MAINES 


15. WAS DECEASEDEVER INU, S. ARMED FORCES? |16. wr SECURITY NO. |17. a] Address 


(Yes, no, oF unknown) | (iF yes, give war or dotes of service) Hzx| £ cay me 4 , HAR Ab 


2 


18. CAUSE OF DEATH [Enter only one couse per line le {0}, (b). ond (€)-] INTERVAL BETWEEN 
ee oe DEATH 


PART I. iy - 
oe = pares o Loder -YEUMon A FEE YN 


is DUE TO = 
RP rigts, if ony, which as Sees: Ds EASE Yea xs 


jove rise to i diot 
9 mmediote( 1) | 


couse (0), stoting the under- 
lying couse lost. el 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. aS ee 
ves] NOR 


The law requires that the death certificate be executed 


espital ar attending physician. 


200. ACCIDENT WAS UNDERLYING (1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING Cj CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


120c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY {Home, form, tin {City or town) (County) (Stote) 
Hour 0. m. F Not while foctory, street, office bldg., etc.) 


‘ot work 


MEDICAL CERTIFICATION 


a 
€ 
8 
8 

2 
e 
6 
< 

na 

2 
ES 

= 
a 
2 

£ 

a) 
e 
js 
5 
o 

= 
= 

a 

2 
3 
‘3 

a 
© 
5 
3 

) 
3 

2 
J 
° 

- 
5 
8 

= 

5S 
z 
a 


€ 
5 
a 
3 
g 
2 
5 
a 
e 
cS 
ty 
g 
3 
5 
Be} 
2 
3 
2s 
3D 
ay 
> 
3 
cd 
” 
2 
& 
co} 
a 


IDING PHYSICIAN 


sed f, es é 3 24, thot (1) (we) last 
19. and that : @ causes ond on the date stoted above. 


4) ae) 2b. DATE 
i ATTENDING MED_ phy 
i Mo. | PHYS, “2 piRecToR CO) Pus. 0 G-29_ 


Ld 


TO FUNERAL DIRI 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 3c. “7 OF 


Opal” Toly / 196! 


8 
° 
& 
2 
5 
< 
wy 
Hy 
€ 
£ 
§ 
3 
5 
Ee} 
2 
8 
2 
= 
a. 
5 
2 
a 
i. 
jst 
2 
fl 
= 


may, batrataine 


TO HOSPITAL O! 


‘25b, REGISTRARS SIGNATURE 


Cntr £ Prana 


ae 
as 
=> 
2 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6633 CERTIFICATE OF DEATH 


= 


~ ye 
ce 1. PLACE OF DE: 2) esas feet ig (Where deceased lived. If institutio 
o 8 0. COUNTY 
Sage MARYLAND 
Oo b. CITY OR TOWN (Ifoutside corporate limits, write | c. LENGTH OF STAY IN Ib 
54 RURAL op give néorest town! Jf ; 3 
2 
eer == CYALALEACTLL 
2° Veshe JOSPITAL (IF nat in hospital, give street address «- 1S RESIDENCE 
os =e & Hf USTION + NAF 
CT ete Ye Ni 
er B no 
£ &o (wa Day Veor 
at. oe - DECEASED 
« 2, (Type ar print) ID. vO ih 
: S. SEX TAR] IF UNDER 24 HRS 


L 


Then pleose remove corban popers. 
, and in ony event, within 72 haurs after death. 


10a. U! OC COPATION ‘Give kind of work done| 10b. KIND OF 


9 IF UNDER 1 YEAR ER e 

Months] Days | Hours] Min. 
‘ ci 4 “ 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

yQ_most af wart ife, even if retired) ‘ 
Sis tA AS) Ae 
13. FATHER'S 5 14. MOTHER'S MAIDEN NAME 
Wage & Leckudl 
15. eh S DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFO! Address 
(Yes, Mo, or unknown), | (IF yes, give wor or dates of servic i Lud 4 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c)- INTERVAL awe 
PART |. DEATH WAS CAUSED BY: . ‘ yl bts L4ar) — 4 
IMMEDIATE CAUSE (o] 


i. Cg MmeTO S7 
condilonWrory et) mlbreaculer Attadinl, Conbien te x 


BUSINES, INDUSTRY 


gave rise lo immediote 


ING PHYSICIAN: The low requires thot the deoth certificote be executed 


o 


couse (0), stoting the under ( OVE TO C G/ 

§ lying cause lost. to CL ares Alaa 
8 z Parr Il. OTHER SIGNIFICANT Banas “CONTRIBUTING TO DEATH BUT NOT REU#TED Dacor THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o]]19. WAS AUTOPSY 
~ e 
= s ves] no] 
> = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Port Il of item 18.) 
BS & | OR CONTRIBUTING [1 CAUSE OF DEATH 
2 © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & 20c. TIME OF INJURY Month, Doy, 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120 (City or town) (County) (Stote) 
iS 6 Hour o. m. While. __ Nat while foctory, street, office bldg., etc.) | 

= 9 k [[] ot work ' 

= p.m. lat worl 
2 21. | certify that (I) (this haspital) attended the deceased fram.____¢ 1S. y= 19. toe OS ce, Gl that {I) (we) last 


BMter this certificote hos been signed by the attending physicion and compl 


poge 3 should be detoched for use os the buriol-transit permit. 


saw the deceased alive an.. 
2a. SIGNATI 


oF vel. and that death accurred atSieeh, fram the Rauses and an the date stated abave. 


& 7b. DATE 
f el ATTENDING ‘MED. STAFF SIGNI 
£ M.D. | PHYS. DIRECTOR PHYS. ¢ of 


the State Board of Health prior to buriol, cremotian, or removol 


o a, 22c. PHYSICIAN'S 22d. ADDRESS 

Z8e NAME (Type) LLL fo LAK 

ae 

PP ie ie a | | ad | Eh LE ha Ie EE ee 

Sse 230. BURIAL, CREMATION, | 23b, DATE pe? 2c. ‘OF CEMETERY OR Gi 

Qe> BMOVAL (Specify) ae ae 5 We t 

ofo Ze eee, 

eo 2a. REC'H BY REGISTRAR | 25b, REGISTRAR’ 


Onthaa 


ae, 
as 
=> 
2 
S 


oagUN 9 ‘61 


15 (4) A ZZ ED BI Lh Le: DE 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6634 CERTIFICATE OF DEATH 
cs i arate age Sed (Where deceased lived. If institutian: Residence before odmission) 
Carroll e Maryland ea Balto, City 
'b. CITY OR TOWN {If autside carporate limits, write ¢, LENGTH OF STAY IN Ib 


RUR, . ons c. CITY OR TOWN (IF autside carporate limits, write RURAL and give nearest tawn) 
Bees ape ay | 

‘Sykesvitie Imo. 17days Baltimore 18 Yd 

d. NAME OF HOSPITAL {IF nat in hospital, give street address) 


( -L} 
OR INSTITUTION d. STREET ADDRESS: e 1S RESIDENCE 
Springfield State Hospital 605 W. 33rd St. ves [] No OX 
First Middle. 4. DATE Manth Doy Year 
Minnie Estella Yagle DEATH June 13, 1961 
& COLOR OR RACE | 7. MARRIED [] NEVER MARRIED o 8. DATE OF BIRTH 
Female | White  |wioowendf - owvorceoQ | May 12, 1888 


9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday) | Months] Days | Haurs] = Min. 
100. USUAL OCCUPATION {Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign cauntry} 
during mast af warking life, even if retired) 
Maryland 


yn. 
tenographer 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Jacob Yagle Johannah Weimeister 
17, INFORMANT 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 
Springfield Hospital Records 


nll 


1. a Ct ay 
abies MARYLAND 


lost 


Ericson 


. NAME OF 
DECEASED 
{Type ar print) 

5. SEX 


led in by the funeral director, 
Pages 1 and 2 shauld be filed with 


24 hours offer di 


@ 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


16. SOCIAL SECURITY NO. Address 


No 
18. CAUSE OF DEATH [Enter anly ane cause per line far (a}, (b), and (¢)-] 
PART |. DEATH WAS CAUSED BY: 5 
TMneniAte cause io)____Lntestinal obstruction 
ec é 
S 7 C =~ DUE TO 
Canditions, if any, which 
gave rise ta immediate 


cause (a), stating the under- 
lying cause last. 


(Yes, no. of unknown) | (If yes, give war or dates of service) 


INTERVAL BETWEEN 
ONSET AND DEATH 


ays 


Then please remave corban popers. 


Volvulus of sigmoid Days 


{b) 
DUE TO 


() 
Pas Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1{o) 


Involutional psychotic reaction. 


200. ACCIDENT WAS _UNDERLYING [) 
OR CONTRIBUTING 1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


19, WAS AUTOPSY 
PERFORMED? 


yes] Not] 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part II af item 18.) 


md 
£ 
5 
3 
g 
Hy 
3 
8 
8 
= 
3 
ne 
5 
8 
4 
$ 
8 
3 
Ps 
< 
3 
S 
3 
3 
or 
= 
z 
= 
° 
2 
3 
z 
<= 
3 
a 
rs 
=x 
a 
o 
3 


ee 


TO HOSPITAL O 


2 


TO FUNERAL DIRECTOR: Maier this certificate has been signed by the attending physicion and camplete 


La 
a 


Sz 


page 3 shauld be detached for use as the burial-transit permit, 


the State Board af Health priar ta burial, crematian, or removal, and in any event, within 72 hours 


7 
K 


= 


20c. TIME OF INJURY = Manth, 


Hour a. m. 
p.m. 


MEDICAL CERTIFICATION 


21. | certify that (I) (this haspital) attended the deceased from. April 26 


saw the deceased alive an.. 


Doy, 


Year | 20d. INJURY OCCURRED 


While Nat while 
at wark [7] ot work 


20e. PLACE OF INJURY (Home, farm, | 20f. (City ar fawn) (State) 


(Caunty) 
factary, street, affice bldg., etc.) i 
‘ 


19 


1961, 


ae that (1) (we) last 
135.1996), ond that death accurred af SPM om the causes and an the date stated abave. 


22b. DATE 


MED. 


ATTENDING 
PHYS. DIRECTO! 


STAFF 
PHYS, 
o. 


Gj 
22d. ADDRESS“? 


C4 
oe 


M.D. 


23d. LOCATION (City, tawn, ar county) 
= 
LTo: MD- 
250. REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 


cate JUN 16 61 Onthun b, Faaud 


(State) 


220. SIGNATURE 
fas PITA (OPEL, 
MLTO+ ACAT 10 MAL 


23b. DATE THERES Be. 
2 |6/66/6 / 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 


CAKE. 2: bie, Ya EDNINDSIN TA 


> 
® 


MARYLAND STATE VEN CT he OF HEALTH—BALTIMORE, 18 


6635 | CERTIFICATE OF DEATH neo. ow vo, 06619 


ad 


Page 4 


5 1. PLACE OF DEaTH of? aU sta Resinen sel (oats spi eg Sant dence ete eed jmion} 
ns : f L Ry COUNTY / Ot/ 
38 At. marnano || ° OTC Ace Lttar 
3 3 b. CITY OR TOWN (If autside carporate limits, write | ¢. i OF STAY IN Ib c. CITY OR TOWN Wy side corporate Timits, write RURAL and give nearest re 
8 se give nearest town) y 7) 
2 Sz , 2-fu X hs MMI Peasant Vv 
2 22 a. rand OF HOSPITAL {lf not in hospitol, give siree! oddress) d. STREET ADDRESS @. IS RESIDENCE 
6 =e Vie INSTITUTION 7 ] ON A FARI 
2 BS i [Bee etch ves L] No 
2 2 5 NAME GF ; Middle 4. DATE Manth Day Year 
x - , 
a 35 (Type or print) J 6 W. ~(C- FF RAW caf DEATH Cee 19 éf 
ie, 
é >s 5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [] | 8.DATE OF qa 9. AGE (in yeors [IF UNDER 1 YEAR] IF UNDER 24 HES. 
° 


M4 =| last birthday) [Manth: 
VY lv wivoweo (J ance alee gee. ~{§ 54 le on [Months] Ooys | Hours] Mi 
e ) 


10a. USUAL OCCUPATION (Give kind of work done| 10h, KIND-OF BUSINESS OR INDUS i =o {5 or foreign caunti 12. CITIZEN OF WHAT COUNTRY? 


13. sal ce wed ae peste et “4 eee Le St A 
(T} Beton “ft iF Be auf [Wye tttuttetl Thea ete sd 


JAS. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL Lp NO. Address 


INFO 
{Yeu 90, Of unknown}, ive wor or dates of service) 
- ecu NUleatert The faliwuf Uy 
18. CAUSE OF DEATH [Enter only one cause per line fa(o), (b), ond. INTERVAL BETWEE 

P 

once oe = Al 
va es => DUE TO 
Canditioks, if dny, Hi 


gove rise ta immediote 
cause (a), stoting the under- 
lying couse fast. { 


Ct des A DEATH 


’ 


Then pleose remave carbon papers. 


oe 
«@ 


Part Wl. OTHER SIGNIFICANT CONDITION ONTRIBUTING TO DEATH BUT NOT RELATED TO. TTETERMINAl DISEASE ONDTTION GIVEN IN PART 1{0)| 19. pe Rey aad 
: a ae ara 
6 Pe vs) Noo 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) o,f 2 e-3 


20c. TIME OF INJURY Manth, , Doy, Year | 20d. INJURY OCQURRED 206 PLACE OF rei (Home, form, ; 20f. (City ar town) {Caunty) {State} 
Hour a.m. While N&Lhile foctory, str fice bldg., etc.) | 
p.m A ~\_'9__|ot work F] gfwore CJ I 


21. | certify that | ottended the deceosed fram.___.27 #7-—7____, 19. nay 2, 19.G (thot | last saw the deceased 
olive on gc PAL. <.. 19 pais ond thot deoth occurred at_. If _M, from the couses and on the date stoted obove. 


ZF Sr aa (Street, city ar tawg, state} DATE SIGNED 
ACTUAL ‘ 
Be eed 1 A = ? Mo. ate a De B-2~h 


, of removol, and in ony event within 72 hours after death. 


200. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter re offnjury in wo ‘or Port I! af item 1B.} 


|G PHYSICIAN: The law requires thot the death certificote be executed 
MEDICAL CERTIFICATION, 


spital or attending physician. 


ter this certificate has been signed by the ottending physician and camplete 


page 3 shauld be detoched far use as the burial-transit permit. 


the registror prior ta buriol, crematian, 


IN 


, 
01 

te di 
+ A 


4 

° 

= 

Le} 

& 
O86 
gas PHYSICIAN'S 
Heg RRIRETES vpn = a Lp AT ta, a DE Be 
g3 2 To. Reon heel P 2c. NAME OF CEMETERY QR GREMATORY 22d. LOCATION (City, tawn, gr county} 

~o Pec 

ee , é Pict hea Agersnrtl Od 
SF rm 2 One! RAL DIRECTORS NATURE ADDRESS 2éa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
pr Minne Pltrea frleced “Void \onuy, i3'61_| ther £ Ain 


\ es 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


eal 


~ ce 
és 
> z Ea 1. La ie ae a CSU At pestuance {Where deceased lived. If institutian: Residence before admission) 
ero - °. b. COUNT 
“32 Carroll ee. Maryland oun’ Washington 
6 b. CITY OR TOWN (If autside carporote limits, write | c. LENGTH OF STAY IN 1b za) IF outsi limits, wri i 
al: g wa AAS re poe lbe: ¢. "t «. CITY " TOWN (If outside corporate limits, write RURAL and give nearest tawn} 
ve 32 kesville 2% mithsbur 
. oe years g 
ye ae = >a” d. NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
oe ED ‘OR INSTITUTION ON A FARM? 
BO ea Springfield State Hospital None ves (1) No Gt 
o ec * 
"4 =o |. NAME OF First Middle last 4. DATE Manth 
owes DECEASED 
my ee type Bin) Robert Lee Garver DEATH vA 
Sa 
r ) a2 . SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED Fe] | 8 DATE OF BIRTH 9. AGE vs 
2 was ¥] 
ae Male White | wivoweo o pivorceo [] June 18, 189), BO 
2 § Ls 10a. USUAL OCCUPATION (Give kind af wark done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 8 durin, ip of fi Bknatt alee aie 
sired : ac - Maryland U.SeA. 
3 Fs 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
2 2,9) Mi 
3 = laurice Garver Nannie - 
2 233 = 
= = E < eb WAS eae ee U.S. mee Geese 16. SOCIAL SECURITY NO, | 17. INFORMANT Address 
= 1. 80, oF unknown sr i Wer Wilda BE Sorel zs 
& pt - | - - Springfield Hospital Records 
2 £8 
8 i: 8 = 1B. CAUSE OF DEATH [Enter only ane cause per line far (a), (b), and {c}.] INTERVAL BETWEEN 
e Fac PART I. DEATH WAS CAUSED BY: 4 pS le ig 
LOSS ; IMMEDIATE CAUSE (o|_ Bilateral pneumonia days 
5 = Sat 5 / i DUE TO 
£ > “4 f oe ta rs 2 2 : 
ee TS Canditions, if ony, which » Arteriosclerotic C.¥. disease. ea rs 
ee ae ( 
$s BZEs gave rise ta immediate 
FL pags couse {0}, stoting the under ( DUE TO 
TeFe er lying couse lost. (2). 
“Se2o — 
a4 oe A Parr Il. OTHER SIGNIFICAN cee CONJRIBUTING TO DEATH NOT RELATED TERMINAL DISE, ying GIXEN IN ‘See Va) }19. WAS AUTOPSY 
2S0r5 =| C.B.S.assoc.with cere abral arteriosclerosis without qualifying pra ED no 
Areas s yes] NO 
gas re) 
e 2 2 5 = 20a, ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part | or Part I! af item 1B.) 
2: { 
ane e0 & | OR CONTRIBUTING LI CAUSE OF DEATH 
<g2 3 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
nee ae a 
a°rsaos ‘Ss 20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Hame, form, 1 20F. {City ar tawn) (County tate) 
ty } ( 'Y) (State) 
eee ete fat Haur 0. m. While Nat while factary, street, affice bldg., etc.) | 
zzE?2 = p.m. 19 lat wark [] at work 
@o,28 
z25 a 21. | certify that (I) (this haspital) attended the deceased from_Nove 18, to 6/2h, ee” 1981, that (I) (we) last 
A 35 sow the deceased alive an__6 : 16. _. and that death occurred ail, 330M, Lge the causes and an the date stated abave. 
- Oo 22a. SIGNATURE 22b, DATE 
rot 
asa ATTENDING MED. STAFF SIGNED 
yz ss pad eer Le Case fg _0.| PHYS. OO birector OO PHYs. OF 6/2 4/61 
ww £025 | i E ‘22d. ADDRESS 
3 a 
223328 re Agustin delCampo, M.D. Springfield Hospital,Sykesville,Md. 
Se<s2e 7 > > 
av 3 
gs z 28 23a. BURIAL, SReON, 7b, DATE THEREOF ac. NAME OF CEMETERY OR CREMATORY Zid, LOCATION (City, tawn, or caunty) (tote) 
x REtOM (Specify A 
= = og 
=e ee sune 26-19b| SmizHsQuR a SMITHSBURS : , 
= = 24. FUNERAL DIRECTOR'S SIGNATURE ADDRES 25a. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
“Se 9759) \ eh paTegUJN 2 7 °61 Cnttan £ Tomine 


mane 


MARYLAND STATE DEPARTMENT OF HEALTH 


aed 


Hospital records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: + 
£9 <, IMMEDIATE CAUSE (0 Coronary occlusion 
t az. Ks DUE To 
Conditions, if ony, which (b) 
gove rise to immediote 


couse (0), stoting the under. ( CUETO 
lying couse lost. ) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART hes WAS AUTOPSY 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE t, MARYLAND 
6637 CERTIFICATE OF DEATH a 
ss 
3 = if PLACE Gang 2) se (Where deceased lived. If institution: Residence before admission) v 
2 oO. 9. b. COUNT 
32 CA mariana |{ °° “MARYLAND \Vontgomery 
Sy Ba RL Wa ivbUaiBe Spee limits, write | ¢. LENGTH OF STAY IN 1b c, CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
S ‘ond give nearest town oo A 
ag (SE RURAL, SYKESVILLE months 9 da. ROCKVILLE, MARYLAND = 
2 & rs d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE 
6 5 @) J is (OR INSTITUTION ON A FARM? 
£25 — SPRINGFIELD STATE HOSPITAL 16510 Emory Lane ves C] No 
2 iS 5 3. NAME oF First Middle Lost 4 DATE Month Doy Yeor 
=e yo 
a 23 (Type or print) HELEN STARR TWISS HARRISON DEATH 6 26 19 61 
ae eos 5. SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE {In yeor IF UNDER 1 YEAR| IF UNDER 24 HRS. 
2 r lost bit oy! Month: Do} Hi Mit 
es, Female White jwirowe DIVORCED 3/20/83 78 ys. ale Ral oe ie 
a 100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 during most of working life, even if retired) A 
5 school teacher, hsewfe Connecticut U.S. 
2 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
& 
ry \ Albert Twiss Sarah Starr 
Q 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
§ (Yes, no, or unknawn) {If yes, give wor or dates of service} 
2 
Fy 
8 
a 
3 
§ 
= 
= 


Generalized arteriosclerosis 


2 s . FORMED? 
Chronic Brain Syndrome assoc, with cerebral arteriosclerosis with psychgs No C] 
20a. ACCIDENT WAS UNDERLYING CO] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 


OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
y 
Hour o. m. Wihileboebiea tie Geshe foctory, street, office bidg., etc.) | 
p.m. Ww ot work [] ot work [] 1 


21. 1 certify that (I) (this haspital) attended the deceased fram. 122: ete [26 Ol, 19____, that (1) (we) last 
saw the deceased alive an___© (26/61. 19___.., and that death accurred at. 304,48 the causes and an the date stated abave. 


To. SIGNATUI a f f 2%. DATE 
| orhnds, My. fo D nol BP eon BA 6/26/61 


|, cremotion, or removal, ond in ony event, within 72 hours ofter deoth. 


MEDICAL CERTIFICATION 


t! 


e% 


page 3 should be detoched for use os the buriol-tronsit permit. 


the State Boord of Health prior to burio! 


fo} 2 ‘Tae, NAME Thos 22d. ADDRESS 

8 gertrude M. Gross, M.D. Springfield State Hospital 
& 3 230. BURIAL, CREMATION, | 23b. DATE THEREOF 23g WAME OF CEMEY RY QR CRENMATO! Bd» LOCATIO! ‘ity, town, or gounty} Stote 

° AEMOVAL (SOtcify) : 4 Y pr is , 7 7) (Stote) 
23 CNN ify) ¢ 23/46 Ini Copley (uy a: te jd, 
2 ’ 24, y; RAL OFRECTOR'S RE. ADRRE if q 25afREC'D BY REGISTRAR . REGISTRAR’: NATURE 

way) peach Wallon AA Grrl SF deh, Cowen 0°61 | cet 8 fee 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6638 CERTIFICATE OF DEATH 06623 


= 


= ae 
& 3 4 ih, Ware eat DEATH 2 GE SS (Where deceased lived. If institution: Residence before odmission) : 
2 e ae ‘vail b, COUNTY 
= 34 Carroll ee Maryland Allegany 
Do b. CITY OR TOWN (If autside carporate limils, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, wrile RURAL gnd give nearest fawn) 
53 RURAL and give neorest town) 6 C Dy 
2 32 Sykesville 6yrs.7mos .13days Cumberland J A- 
2. ee 5 4. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS o- Is RESIDENCE 
5 £5 
oe Is Springfield State Hospital 126 Green Street Yes (]_NO 
2 = 6 3. NAME OF First Middle Last 4. DATE Manth Day Year 
Seeoe (Type or print) Mary ioe Hermann DEATH June 5 19 61 
& 3 5. SEX 6. COLOR OR RACE |7- MARRIED L] NEVER MARRIED] |B. OATE OF BIRTH 9. AGE nt iF N=) TYEAR| IF UNDER 24 HRS. 
: pererey Moni De He Min. 
é Female White wibowen (] pivorceo [] | Unknown By po eae A mt 
& 10a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
Sy jee mast af working life, even if retired) 
- Maryland Was vky 
2 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
8 John L, Hermann Mageie McCulley 
Lo WAS. EGER Eo eee IN U. S. ARMED Rens 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
es, nO, @r unknown) IIf yes, give war or dates of service) 4 2 
Wo | = - Springfield Hospital Records. 
1B, CAUSE OF DEATH [Enter only one couse per line for (0), (b), and ().] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (o)__ Myocardial infarction 


Then please remo’ 


cate has been signed by the attending physician and completely 


ING PHYSICIAN: The law requires that the death certificate be executed 


£ 
8 
3 
s 
Ss 
2 
5 
2 
“ 
Rg 
c 
= 
FS 
# 
S 
g 
& 
> 
= 
§ 
ne 
uu 1 
5 } © ove TO 
23 Canditions, if ony, which __Arteriosclerotic heart disease Years. 
EG gave rise 1a immediate 
gé& cause (a), stating the under- (DUE TO 
ets. lying cause lost. to. 
286 ¥ rs Past Il. QTR SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
ee =| Mental Deficiency YET) NO Bg 
ie] Vg 
eles © 200. ACCIDENT WAS UNDERLYING []__ | 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il af item 1B.) 
Bs 5 & | OR CONTRIBUTING C] CAUSE OF DEATH 
esg_ © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
= a ey 
o 505 & [20c. TIME OF INJURY Manth, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (Caunty) (Stote) 
52 e3 g Hace Coes WAM Riciuskile foclary, street, office bldg.,. etc.) | 
3 3 3 2 g p.m. 19 lot work [J] at work i 
Saree 7 i : 
es 21.1 certify that (I) (this hospital) ottended the deceased fram..March__7. gis 195_ tone. by Sse I 19.61, thot (1) (we) last 
HH 
- ae saw the deceosed olive on_June 5,_ = 1961 and that death occurred 2: 26PMom the causes and an the dote stated above. 
Os £ 220. SIGNATURE 2b.DATE 
5° ATTENDING MED. STAFF 
@: £6 / salier clef Z, A792 Mp. | PHYS. Bieecror PHYS, 6/s 78 
02208 Tic PHYPIAN'S 22d, ADDRESS 
22a38 yee) Agustin delCampo, M.D. Springfield Hospital,Sykesville ,Md, 
ee ? a? a ee ae a ee = = 
een. 
& SEO 73g, BURIAL, CREMATION, |73b. DATE TH ey he AME OF ed i ERY OR CREMATORY 23d, LOCATION (Gify, lown,or cau) Stal 
95 3% EMOVAL (Spec 
S22 3% G/é 
ae g i 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


ioe OE wd I: 


S< 
ae 


cate JUN 8 '61 Onthun 2 46 


zp 
~ 
po 
er 
Sa 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6639 CERTIFICATE OF DEATH 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
e. COUNTY a. §) 


Carroll MARYLAND Maryland » COUNTY’ Balto, Cit: 


b. CITY OR TOWN (If outside corporate limits, write fF LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


RURAL ond give nearest tawn) zs 
Sykesville 22 days: Baltimore 31 3Vd4-4 


d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital 1825 Gough Street ves (] NOR} 


5. Nor First Middle Lost 4. DATE Month Doy Yeor 


Cypser pein) Francis Roberts: Hobbs Beate June 22, 15 OL 
8. SEX 6. COLOR OR RACE [7. maRRieD EX} NEVER MARRIED [] | 8- DATE OF BIRTH L5Lf, 9. AGE {In yeors HEUNDER | YEAR] IF UNDER 24 HRS 
Female White wivowen [[] _—vivorceo [ January 16, i Welle fe | oes | i 
100, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 


Housewife = Maryland U.S.A. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
William E, Roberts: Sarah Merret Duncan 

ROM NGS UO |< ON TINO. TROT MR ELMER 1. HORS 1625 Gough BT. 
No | - - Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c}.} INTERVAL BETWEEN 


ET AND DEATH 
PART I. tp 
TT OATH MESIATE CRUSE fal Bronchopneumonia ays 


a f DUE TO 
Aeiirsgheit ot) sich w___ Congestive heart feilure Days 


gove rise to immediote 
couse (0), stoting the under. {DUE TO 


lying couse lost, a j disease Years 
‘antl, OTHER SIGNIFI (T CONDITI CONTRIBUTING TO,DEATH BUT NOT, TED TO THE TERMINAL DISEASE CQNDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 
C.B.S,assoc.with senile brain aisease wit psychotic reaction. PERFORMED? 


yes] NO 


soll 


led in by the funeral director, 
Pages 1 and 2 should be filed with 


the State Baard af Health priar ta burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


@: haurs after de 


Then please remave carban papers. 


‘20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While buciise lifter foctory, street, office bldg., etc.) ! 
at wark ([] ot wark i 


pital ar attending physician. 
MEDICAL CERTIFICATION 


2 
= 
5 
3 
8 
g 
6 
° 
a 
a 
5 
# 
5 
8 
cS 
°° 
8 
3 
® 
= 
3 
= 
3 
fe 
3 
Fg 
£ 
z 
2 
2 
iS 
iz 
z 
= 
wa 
a 
s 
x 
= 
° 
z 


21.1 certify that (1) (this haspital) attended the deceased fram 305 _. aan 7 19.61, that (I} (we) last 


and that death accurred akC Evi Mom the causes ond on the date stated abave. 
2b, DATE 


ATTENDING D 
M.D. | PHYS. bieector Frye, 24 6/ oobi 
io: eo ANS —_ 22d. ADDRESS 
el heustin delCampo, #.D. Springfield Hospital, Sykesville ,Md. 
23a. BURIAL, oe | DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stote) 


"WOATAL” | JUNE 26,19161 BALTIMORE NATIONAL] CEMETERY BALTO. MARYLAND 


24, FUI FOR'S SiGt RESS, r Sa. REC'D BY REGISTRAR | 2Sb, REGISTRAR'S SIGNATURE 
MENAYSANBER & sons IN@TpaLTO. MD. sap Pelet © (eGo 2 Mon 


s 


TO FUNERAL DIRECTOEs pF ter this certificate has been signed by the attending physician and completely 


oe 


page 3 shauld be detached far use as the burial-transit permit. 


may: Beccary 


TO HOSPITAL O| 


rr 


aie 
gs 
=> 
© 

Bs 

a 
kes 


Ruger 


The law requires that the death certificate be — } 24 haurs after 


rospital ar attending physician. 


ING PHYSICIAN: 


() 


@ 


ar 
gs 
=> 


s 


TO HOSPITAL 
moy be retail 


8 
3 


Pages 1 and 2 shauld be filed with 


letely filled in by the funezal 
, erematian, ar remaval, and in any event, within 72 hours after death. 


Then please remave carban papers. 


ransit permit. 


After this certificate has been signed by the attending physicion and comp! 


jletached far use as the buri 


the State Board af Health priar to burial 


TO FUNERAL DIRECT 
page 3 should be d 


La 
a 
S 


PD, Y 
ee DECEASEDEVER IN U. S. Al 
- 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6660 


CERTIFICATE OF DEATH 


06625 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. IF institutian; Residence before odmission) 
gio MARYLAND oes bACOUNTY, 
b. Cl WN (If auiside corpagate limits, write | c. LENGTH OF STAY IN 1b ©. CITY OR TOWNf autside corporate limits, write RURAL and give nearest fawn) 
RURAL ond give pearest tawn) | 
f 
ltd PA2ZRAALA 2592 24 
MAME OF HOSPITAL (IFnot in hospital, give street oddress) ] @. IS RESIDENCE 
OR INSTITUTJON / ON A FARM? 


WIL A2P2L O81 Lap Mita lage a: =o ee 
3. NAME OF First Middle 4. DATE Day 
(Type ar print) 2L/22LSETA p- He OLL LEY VLA Le BeatH 2 2 Gf 
S. SEX 6. COLOR OR.BACE | 7. MARRIED [[] NEVER MARRIED [_] | 8. DATE OF BIRTH y iy (In years UNDER 1 YEAR| IF aK 24 
lost birthday) [Months] Days | Haurs| Min. 
CLP7ZN hV Fi, wipowen [gd vivorced [] LEO. yrs. 


10af/USUAY OCCUPATION (Give kind of sone 
J 


duriggf mast of working life, even i 


CZLPLE 2a 


0b. KIND OF BUSINESS OR INDUSTRY j 11. BIRTHPLACE (State or 2. awl coufiry) 


13. FATI Fe NAME 


32. CITIZEN L. WHAT COUNTRY? 


—— 
14, MOTHER'S tifa a 


+ uaknawn) 


ee 


a 


ED FORCES? 
(IF yes, give waf or dates of service) 


16. SOCIAL SECURITY NO. | 17. INFORMANT 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a), 


7 DUE TO 
Canditians, if ony, which 7. 
gave rise ta immediote 


couse (a), stating the under- 
lying couse last. 


() 


18. CAUSE OF DEATH [Enter only ane couse per 


ine far (a), (b), and (c)-] 


“SATERVAL BETWEEN 
ONSET AND DEASH 


Hour o. m. 


MEDICAL CERTIFICATION, 


facts 


ries. 4, abate ry, street, office bldg., etc.) ! 


ot wark [[] at work 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. Re 
yes—] NoU) 
200. ACCIDENT WAS UNDERLYING 01 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | ar Part Il af item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
0c, TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, { 20f. (City or town} (County) (State) 


22c. PHYSICIAN’ 
NAME (Typ 


MED. 
DY pirectog C1 


ATTENDING STAFF 
. | PHYS. PHYS. 


230. BURIAL, CREMATION, 


23b,, DATE ,THEREO 
‘f IEMOVAL (Spgcify) 
JEU VM A 


F 3d. OCATION Ci i 


d Z3 
24, Ful 


Y ERAL DIRECTOR'S SIGNATURE 


pe 2° Ah itylsg, JP 


Se 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


q Lond 
6644 CERTIFICATE OF DEATH 07797 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmissign) 


9, COUNTY c oll heres o.STATE Marv and b. COUNTY ig, ¥ 


b. CITY OR TOWN (If autside corporote limits, write li LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 


RURAL ond give nearest tawn) 5 3 5 
Rural - Sykesville hliyrs. 6days Baltimore City R V gi- 4. 


d. NAME OF HOSPITAL i not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
es . yes 1] NOCH 


|. NAME OF First Middle Lost DATE Month Day Yeor 
DECEASED 


(Type or print) Clarence HURLEY DEATH JUNE 29 1961 


$. SEX 6. COLOR OR RACE |7. MARRIED [L] NEVER MARRIED B. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday} [Months] Days | Hours] Min. 
Male White wiboweo [-] bivorceD [] 


188)? TT os. 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Jackson Hurley Elizabeth Henry 


15. WAS DECEASED EVER IN U, S$. ARMED FORCES? |16, SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yes, no, oF unknown) UF yes. give wor or dates of service) 
Na | Hospital Records 


1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (€)-] INTERVAL BETWEEN, 
"ART |. DEATH WAS CAUSED BY: 
a at'eis§ "| IMMEDIATE CAUSE (o) Heart failure i wee! 
DUE TO 


Canditions, if ony, which  Arteriosclerotic Heart Disease ars 
gave rise ta immediote 

cause (0), stoting the under. ( CUETO 
lying couse lost. (¢) 


Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED Tt Ariedtre scien SONDITION us. IN PART 1(a)}19. WAS AUTOPSY 


PERFORMED? 
hronic _b syndrome associated with con sorder, plu: er NO 


call 


SS 


funeral director, 


Pages 1 ond 2 shauld be filed with 


H 
~ 
Ul 


or remaval, ond in any event, within 72 hours ofter death. 
eH 


QO 


MEDICAL CERTIFICATION, 


-tronsit permit. Then please remave carbon papers. 


200. ACCIDENT WAS UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote} 
Hour oo. m, While Not while factory, street, office bldg., etc.) | 
p.m. 19 [ot work []] at work [} H 


21. | certify that &% (this hospital) attended the deceased from.O-23. at. 19.61, thot #) (we) lost 
saw the deceased PV tacoak on.__dune_ 29.1961... and that death accurred otl]:30M, fram the causes anal an the date stated abave. 


To. SIGN 22b.DATE 
ATTENDING MED. STAFF 
M.D. | PHYS. El __irector PHYS. 6-29282 
Mian Td. ADDRESS 


Tise Kamm, Me D. 


23a. BURIAL, CREMATION, | 236. DATE THEREOF ME OF CEMETERY OR CREMATORY 23d. LOCATION (City, Fe town, or county) (Stote) 
REMOVAL (Specify) v -o - é a 


24, FUNERAL DIRECTOR'S SIGNATU! ADDRESS _ 250. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 


LZ. aes Sze DATE yu 40.64 , pate 


3 
s 
‘S 

5 
8 
2 
x 
a 
2 
2 
5 
3 
3 
£ 
3 
8 
& 
2 
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= 
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Fa 
xz 
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spital ar attending physician. 
fter this certificate has been signed by the attending physician and completely filled in by the 


4 


E 
he! 


® 


TO FUNERAL DIRECTOR: 


22c. PHYSICIAN'S 
NAME (Type) 


page 3 should be detached for use as the burial: 
the State Board of Health prior to burial, cremation, 


may be retaine: 


TO HOSPITAL O 


Fc 


eel 


Poge 4 


‘icote be executed ® 24 haurs after d. 


ING PHYSICIAN: The law requires that the death certifi 


‘ 


spital ar attending physician. 


EI 
F 


may be ao 
TO FUNERAL DIRECTOR) 


ZS TO HOSPITAL O 
Zp 

2 

ae 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6642 CERTIFICATE OF DEATH 06626 


ely filled in by the funerg! director, 


oo 


% geet DEATH 7 po ee ee (Where deceased lived. If institutian: Residence before odmissian) 
a. b. COUNTY, te 
MARYLAND 
Carroll 
oO b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
ao RURAL ond give nearest town) 4 
See * Henry ton 6 days Hagerstown dit 
- 4 6 d. NAME OF HOSPITAL (if nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE “| 
a OR INSTITUTION: ON A FARM? 
Ss Henryton State Hospital 134 Williams Avenue ves) No 
5 3. NAME OF First Middle Lost 4, DATE Month Day Year 
may ee DECEASED» OF 
3s Rees ee Anna Catherine Johnson DEATH June 2, 1961 
gs $. SEX 6. COLOR OR RACE |7. MARRIED PX] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
s birthdey) [Months] Days | Hours] Min 
af Female Negro |woowenQ]) _vorceo 1-8-20 Loy 
& fa 10a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
35 during mast of working life, even if retired) 
c= Housewife Williamsport, Md. U. Se. Aw 
2 g 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5. 
et Roy Edward Unknown 
so a 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
& € {Yes, 90, or unknown) {it yes, give war or dates of service) 
a No | Anna C. Johnson - Patient 
8 eS 1B. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), ond (c).] INTERVAL BETWEEN 
a : 
gf PART I. DEATH was causeD by: Far advanced bilateral pulmonary tbc. with 
£s See cavitation left, miliary in type 
fo} +] ’ 
3 
3 
3 
£ 
2 
3 
= 


fter this certificate has been signed by the attending physician and camplet 


8 Conditions, if ony: whi Status Convulsivus 
5 gove rise to immediote 
& couse (a}, stating the under- ( Same 
= lying couse lost. te) 
8 a Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
eis y as sO] Noo 
Bs “| © [200. ACCIDENT WAS UNDERLYING CJ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il af item 1B.) 
ano & | OR CONTRIBUTING CJ CAUSE OF DEATH 
pom © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
owt = 
35 & |20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, (City or tawn) (County) (Stote) 
g : 3 Hour a, m. x While Not iil foctary, street, affice bldg., etc. uF ' 
22 g ise jot work [[] ot work 
2.5 
0 Gs 21.1 certify that (I) (this haspital) attended the oe fram. Une _ age sh m3 to_._Sune 7,_, 1961, that (I) (we) Jast 
o 
es saw the deceasedAlive cous 2a 19 61, and that bee aed ot 024, MPrPite causes and on the date stated abave. 
3 2a, SIGNATURE 22b, DATE 
ra Wh. FG ATTENDING MED. STAFF SIGNED 
go ] yon A cL M.D. | PHYS. DIRECTOR PHYS. 6-7-61 
2? 2c. PHYSICIAN'S 22d. ADDRESS ‘ 
ie NAME (Type) 
2 Edgars M. Maculans, Supt. Henryton State Hospital, Henryton, Md. 
ay A 73a. BURIAL nes an On, 23b, DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 

: VAL Speci ; m 
ge Birfat 6-10-1961 [Kiver view Cemetery Williamapert, md. 


24, FUNERAL DIRECTOR'S SIGNATURE 


250. REC'D BY REGISTRAR Sb. REGISTRARS SIGNATURE 
pate JUN 7 Chan §, Minted. 


Sz 


> 
Ss 


tat 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


43 CERTIFICATE OF DEATH 06627 
_ f 
Fd a3 eee DEATH = See eae eeece (Where deceased lived. If institution: Residence before admission) 

8s . 
3 Carroll amano || ° *'*"aryland ee 
val b. CITY OR TOWN (If outside corporote limits, write cc, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
cal RURAL ond give neorest Jawn) B E A +t 
z Sykesvitle altinore = i - har 
2 b 6 é d=NAME OF HOSPITAL {If not in hospitol, give street oddress) d, STREET ADDRESS e. IS RESIDENCE 
be OR Cra ey ie a ON A FARM?, 
ss Silten Uursing Hone 4314 Colborne Rd ves] No f] 
2 
oo 3. NAME OF First Middl 4. DATE sf 
a eed DECEASED 7 Hh pala pn Tee 13 Doy ‘cor 61 
se( 7) (Type or print) DEATH 9 
e / [5 Sx FEMALE |6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Tow th) 
) yrs 


Doys | Hours] Min 


/talk/ white wipowen LF —_—ivorcen [] 9/13/15 380 


10a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY 


11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
flousewire Pig at home Ma, 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Augustus Friede Lousia Nourhr 
Is See EASED yee eat: Seat geo naeS 16, SOCIAL SECURITY NO. Cg Douglas aire, 
no | none Mrs James Floyd Marriottsville, Md, 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond ( INTERVAL BETWEEN 


c).] 
PART |. DEATH WAS CAUSED BY: aK, fades ONSET AND DEATH 
/ IMMEDIATE CAUSE (0) 7 


5 Lx DUE TO Te S49 


Conditions, if ony, which wy LADD UTR Ming. berrune, Concer, te 


gove rise to immediote 


Then please remave carban papers. 
tian, ar remavol, and in any event, within 72 haurs after death. 


ate has been signed by the attending physician and completely filled in by the funeral director, 


ING PHYSICIAN: The Jaw requires thot the death certificate be wxecsres 24 hours after di 


= 
ey “| t 
g couse (0), stoting the under. (° OVE TO (a) 
ges lying couse lost. oe Aral ay herbal pteusin Brodit Cre | /2 G/ 
Bs A Past il. OTHER SIGNIFICANT CONDIT) OWTRipu ELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
S05 = 2 PERFORMED? 
& Bo 6 yes] noty 
es = ) = [20c. ACCIDENT WAS UNDERLYING [)__ | 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
ce & | OR CONTRIBUTING L) CAUSE OF DEATH 
gets & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
0555 & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
S S aie 3 Hour o. m. F, Wile o Not aie foctory, street, office bldg., etc.) " 
3S cs = p.m. ‘ot work [1] ot wor! H 
Sty, 
reer ao 3 F E ae’ 
oA 21. | certify that (I) (this haspital) ettended the deceased fram. WW ta LZ pe 19: ts, that (1) (we) last 
2 - 
oe saw the deceased alive an. f#A_ fim __ 96. and that death accurred at Rim, fram the é6uses and an the date stated abave. 
=Os £ 220. SIGNATURE & ‘2b. DATE 
5° a we E ATTENDING Aa, STAFF SIGNED 
ws LEAN GTC & ! / M.D. | PHYS. DIRECTOR PHys. C] is} 
2528 2c. PHYSICIAN” 72d. ADDRESS 
25538 NAME (Type) 
efse —— 
F 5 ee oe. BURIAL, CREMATION, | 236, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 7/ | 236. LOCATION (City, town, or county) {(Stote) 
oy VAL (Speci . . 
ESE Ps nat” | 6/15/61 Western Baltimore,Md. © ee 
Cie A. [24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 2Sb, REGISTRAR'S SIGNATURE 
srl) P.0.Higinbothon Ellicott City , Md. oate JUN 1 6 '61 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
6644 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If ititutian: Residence before admission) 
- . STA y 
Carroll marviand || ° S'4"Maryland b. COUNTY / 


Gee 
b. CITY OR TOWN (IF outside carporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn) 
RURAL and Giger fawn) 


enryton 346 days Snow Hill 2H — 


d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
‘OR INSTITUTION ON A FARM? 


Henryton State Hospital 105 S. Collins Street ves] No) 


. eae First Middle fost 4. eee Month Doy Year 
{Type or print) Lewis Howard Jones DEATH June 28 161 
5, SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS 


Male Negro wioowedqy ovorceoQ] | March 15, 1885 oe ae, Re ae ae eee 


10a. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 


Minister Maryland U. S. A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Frank Jones Angeline Stanford 


15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMAI Address 


i a ee moves eee"! Unknown Ag&tha Aan$ yA Wm AA be lf yA As , ef 


Vv 


Pages 1 and 2 shauld be filed with 
&) 
a 


ofter death. 


No 


1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (6), and (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: Vi 
oo IMMEDIATE CAUSE (a) Far advanced bilateral pulmonary Tuberculosis 


a4 DUE TO 


Conditions, if any, which (bh 

gave rise ta immediate 

cause (a), stating the under- ( DUE TO 

lying cause last. (c) 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. piel Gat 


yes] NOT) 


Then please remave carbon papers. 


the State Board af Health prior ta burial, crematian, ar remaval, ond in any event, within 72 ha 
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10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during mast of working life, even if retired) 


WI SEKEEPE R OWN Heme PIARVLBNO Ud l? 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Jory ™ foonvs PijssovRI  ffANN 
(age ee a ae gras gPhigy pee a3 age’ 
No 29-/2- WOT \V C MOONS 2333 RVERSIDE AVE, TOCKSMLA 


1B. CAUSE OF DEATH [Enter only one couse per line far 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


Diy. ) DUE TO 
Conditions, Sn 


INTERVAL BETWEEN 


(BoA, ) By 4 AD / NSET AND DEATH 


}. (b), 


Then please remove corban papers. 


which 
gave rise to immediate 7 
couse (o}, stating the under- ( DUE TO 

é lying couse lost. © 

3 3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o]]19. WAS AUTOFSY 

> - 

= 8 yes] NO 

2 © 1200. ACCIDENT WAS UNDERLYING C]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port I! of iter 1B.) 

§ & OR CONTRIBUTING C] CAUSE OF DEATH 

4 om |B UIP EITHER, NOTIFY MEDICAL EXAMINER) 

cj J | [0c TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 

rs 5 Hour’ Cees, Nhe ei enccae factory, street, office bidg., etc.) ! 

3 = p.m. lot work [[] ot wark 


IG PHYSICIAN: The law requires that the death certificate be a | 24 haurs ofter d 


Pp 
tter this certificate has been signed by the attending physician and campletely filled in by the funerol director, 


page 3 shauld be detached far use as the burial-transit permit. 


t | attended the deceased fram. 


Lo) 


the registrar prior to burial, cremotian, or removal, and in any event within 72 hours after death. 


are oe 
ds 

Se ke, iS a 2. Se LE ) = nT ae ae Ca, ie ne ae = 
zig sO Senet Uy) 7432 MAt4, pdasTnin tte dA 
& 3 ‘Wb. DATE THEREOF Qe. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or caunty) (Stote) 
° ° ) faa. FUN oe cr SIG) ewe ty “abe ae fe £0 REC TARE (eats SIGNATURE wre 
pany NEN Mintel ite. Tice tlle dae Ao eT | een ee 

ra a 2S FTA hes er” 


= 
® 


MARYLAND STATE DEPARTMENT OF HEALTH 


& 65 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH O6635 


ae 


with, 


1. PLACE OF DEATH 2? Boda RESIDENCE (Where deceased lived. If institution: Residence before admission) _ 


oN Carroll maryiano || © Maryland °°" Balto.City “ 


b. CITY OR TOWN (If autside carporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN ([f autside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) . 


Poge 4 


8 
$ 
3 
ry 
~~ 5 <3 + raf 
2 Sz Sykesville 3yrs.6mos. 2litays Baltimore 2 = : 7 
Pe mae d, NAME OF HOSPITAL (If not in haspital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
ad ae | =e ong INSTITUTION ‘ON A FARM? 
2 BS a Springfield State Hospital 7 South High St. ves (] No§) 
2 £6 3. NAME OF First Middle Last 4, DATE Month Day Year 
t Po 2 DECEASED © OF 
a 236 (Type or print) Morton Lavigne DEATH June 9, 19 61 
ee 8. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED OX | ®. DATE OF BIRTH 7 AGE tn yeors IE ERR TYEAR] IF UNDER 24 HRS. 
ea ‘ ths Hi Min. 
gig 2 Male White wipoweD [] bivorceD [J 1892: 69 yrs. Mes | ows ay 
3 £ a 2 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
oa bere) during mast of warking life, even if retired) 
HM a3 o) ) 
baie Laborer - Maryland U.S.A. 
2 o3 g 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
.» §S5 
3 228 Israel Lavigne Bessie Siegel 
= es on 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 6 & $ (Yes, ¥ or unknown) its wor or 255 ice) 
8 pt? Yes 19i6™ (i0idi26 - Springfield Hospital Records 
2 £8 
9 Eee 18. CAUSE OF DEATH [Enter only ane cause per line far (9), (b), and (¢).] INTERVAL BETWEEN 
ou fa PART !. DEATH WAS CAUSED BY: 
a SO TS / com IMMEDIATE cause io__Carcinoma of the colon with metastasis to _ Months 
ms cfc 2 
5 ae 3, .§ DUE TO the liver. 
eee ep ions, if ony, which (by 
$ DES gave rise ta immediate 
35 Bas couse (0), stoting the under ¢ DUE TO 
= € rns lying couse lost. (¢) 
rats es Uyiggrenu ses lost 
3 2 $ 8 % S Part Il. OTHER SIGNIFICANT Seren; CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. ites ee aa 
2$228 | C.B.S.assoc.with cerebral arteriosclerosis with psychotic reaction. a OE) 
£526 u 
wea  ]20a. ACCIDENT WAS UNDERLYING []__[ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
oe oben G © | OR CONTRIBUTING L] CAUSE OF DEATH 
ze82- G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
a ece . 8 a 
2 eESS G [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
25595 me Move Roti While Nat white foctory, street, office bidg., etc.) | 
zst ae 3 lot wark [7] of work ' 
o%5e8 
oss —_— |_|. 1 certify that (1) (this haspital) attended the deceased fram November 15 not, radune 9, 19.61, that (1) (we) last 
4 o 
@: “Sme 8, _19 61, and that death accurred off b5AMram the causes and an the date stated abave. 
Gee 95 
Beer 270. OONED 
5 ATTENDING MED. STAFF 
2: gs 20 hel be lg M0. | PHYS. DIRECTOR PHYS. [X 6/9/61 
Ofars / / 2d. ADDRESS 
35238 
Sez28 Agustin ‘del Campo, ieDe _ Springfield Hospitel,Sykesville,Md, 
FA 3 2 iy a 23a. BURIAL, valet 3b. DATE THEREOF 23c, NAME OF CEMETERY|OR CREMATORY 23d, LOCATION (City, tawn, or county) (State) 
>S REMOVAL 
ESR Pe =12- altimore National Cem Baltimore, Ma 
9 Fo f= : 
- F Q | hc Serer: z y 2Sa. REC'D BY REGISTRAR | 28b. meee SIGNATURE 
VR AIS (4 f 3°61 riba A. 
aoe Y) vid _R. Pretsine 1902 Rutaw Place vate JUN | 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
3 e DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
ee 6652 CERTIFICATE OF DEATH 66636 
rt ¥ 
3 ad \i |. PLACE OF DeaTH 2, USUAL RESIDENCE (Where deceased lived. If inition: Residence before admission) 
ay . 0. °. b, COUNTY Pol 
oo e ‘J Carroll Seen, Maryland Frederick ~ 
o b. hy OR TOWN {IF outside corporote limits, write , LENGTH OF STAY IN Ib c. CITY OR TOWN ([f outside corporote limits, write RURAL ond give nearest town) 
ws Bprgl ond aye rest town} 4 r = 
3 $2 esvilie 30yrs.7mos.25days Frederick ox “1L— 
a ane d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS . IS RESIDENCE 
cf £5 i ae | g 
6 = 4 A Cc && srr ON A FARM? 
ee | pringrield State Hospital RFD #1 ves C] NOR 
ar) Si 
2 = 5 - NAME OF First Middle Lost 4. DaTE Month Day Yeor 
& 3c2 yee) Hester Linton DEATH June h, 1961 
c = 
é 388 $., SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED =] 8. DATE OF BIRTH . pi? (In en unre 1 YEAR| TEUNDEE 24 HRS. 
ie 5 
Pe) Sra Female White wioowen [] —_—bivorcéo [] Unknown Saltese os oe 
mae 
2 € a . "f 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Je eek 2° “ es vi of working life, even if retired) Marylan a U 8 A 
3 vet = eVlehea 
5 © 
3 8 a & 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
o Sse Ge : 
a as 5 orge Linton Laura Fngle 
ele nln 1g, WAS DECEASEDEVER IN U.S. ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
= tat E € (Yes. no, oF unknown}, If yes, give war or dates of service} ry 
8 of? No _ ~ - Springfield Hospital Records 
Sees 
9 28a 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c). INTERVAL BETWEEN 
] 
cites ee PART |. DEATH WAS CAUSED BY: a 
Dawe as IMMEDIATE CAUSE (o) Arteriosclerotic heart disease Years 
ig bea 20° = DUETO 
2 Foe e 
= Pir] Conditions, if ony, sane 
s ges gove rise to immediote (oh 
1S) eS couse (0), stoting the under. ( OVE TO 
z Z 3 & lying couse lost. (3 
zg g 5 > $ Bast Il. OTHER SIGNIFICANT CONRITIONS CONTRIBUIING TD DEATH BUT NOT RELATED Ze i der ec ASE CONDITION GIVEN IN PART Io) | 19. pata aes: 
SEBES 2| Schizophrenic reac Von, sumpis type, in a mental detectives oa 
225865 vo ¥s ine) 
o£ = 4 
Fo ik & [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
gE RO5 @) & | OR CONTRIBUTING C1 CAUSE OF DEATH 
Stee © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
<52fs c 
Zsees & 2c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
a O85 é 
= 5 9 a a Hour o. m. n< While a Not white foctory, street, office bldg., etc.) ! 
a Se k ot work 
Po eee = p.m. lat wor! or 
©7,22 L 
2255 | 421.1 certify that (I) (this hospital) attended the deceased fram._<-S°_¥""_12___, 19.42, .ta_S fe _ ot a , 19.225, that (I) (we) last 
a 
Be = saw the deceased alive an__ O32 19 61 and that death accurred OAM rom the causes and an the date stoted abave. 
Bose Zo. SIGNATURE 7b. DATE 
lan 3 Se ATTENDING i TAF ED 
@: gs Z2LITT lel Gusze M.D. | PHYS. Bieector PHYS. & 6/u fst 
PEaP $ 22d. ADDRESS 
22238 Agustin delCamo, M.D. Springfield | Hospital, Sykesville, Md. 
ee ee SSS 
SS gos t, CREMATION, | 23b, DATE THEREOF 23c/ NAME OF GEMETERY_OR C! RY . LOCATION (City.town, or county) (Stote} 
9,5 3° VAL (Specify) Ae ye / 
3 eee eb Gb, ae WU 
iS e Ss REC'D BY REGISTRAR 2Sb. REGISTRARS SIGNATURE 
VR AIS (4) : : 
TSM 9/99" are JUN 8B '61 Otbug £ Kiawd 


MARYLAND STATE DEPARTMENT OF HEALTH 


665 3 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
&. 


CERTIFICATE OF DEATH 06637 


= vse 
® 3 os if aes Eau 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
2 23 a MARYLAND || °° RICOSNY: 
Z Carroll Maryland Carroll 
Se b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib .c. CITY OR TOWN (If outside corparote limits, write RURAL ond give nearest town) 
ee RURAL ond give nearest town) Yo, 
oF ee Sykesville 2_ months ~\_) Westminster 
2 3 3 d. NAME OF HOSPITAL (If not in hospitol, give street oddress} d. STREET ADDRESS. 
roy = Sy am, OR INSTITUTION 25 P A 
os rT. A 
£ 35 ] f Hospital ) 22_Park Avenue 
c & 
2 = 6 A\* NAME oF First Middle Lost 4. DATE Month Day Yeor 
= ae , 4 
& 234 (Type er print Edward Grant little DEATH June 23, 19 61 
aes S. SEX 6. COLOR OR RACE | 7. MARRIED [AE NEVER MARRIED [_] | 8. DATE OF BIRTH 9 ASE Came Laer TYEAR|IF UNDER 24 HRS. 
ear jonths| Days | H Mi 
oes Male White wipowep (] pivorceo [] December 14, 1883 77 ys. va phe Mg 
= iq a Fl 10a, USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
aS during most of working life, even if retired) 
3 Be z Clothing store - Maryland U.S.A. 
e Lae) 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ee) 4 
Sos 
$ Bes George little Elizabeth Houck 
rae 
= #2 a $S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
5 co. 5 5 (Yes, no, of unknown) {lf yes. give wor or dates of service) 
8 9s ° - - Springfield Hospital Records 
eS 
o ESE 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c}.] INTERVAL BETWEEN 
eeeisee PART |, DEATH WAS CAUSED BY: belies gay 
ee IMMEDIATE CAUSE (o} Hypostatic bronchopneumonia Ss 
5 286 334xK DUE TO 
ea Es 
es. S Conditions, if ony, which (b) 
$ BES gove rise to immediote 
oS). Shee couse (o}, stoting the under, ( OUE TO 
Hy €2 5 lying couse lost. a 
3 = $ = i Br OTHER SIGNIFICANT Pee CONTRIBUTING DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}/19. WAS AUTOPSY 
2 ee ‘=, C.B.S. associa erioscleros Se Ba 
gao ce) 
2 y 
Be a } = 20a. ACCIDENT WAS UNDERLYING [1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
Zs5 = OR CONTRIBUTING [J CAUSE OF DEATH 
a5 g © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 oS & |20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, farm, | 20F. (City or town) (County) (Stote) 
ore. ray Hour 0. m. While Not while foctory, street, office bldg. etc.) | 
zzz g pom. 19 lot work [1] of work i 
Deni : , ; 
zs 21. | certify that (I) (this haspital) attended the deceased from. April 2h, 19.61, to June 23, ___, 19.61. that (I) (we) last 


® 


if 
page 3 should be detoched for use os the buriol-tronsit permit. 


the State Board of Health prior to buriol, cremot 


Ne 1961, and that death occurred at OAM om the causes and on the date stated abave. 
22b. DATE 


A Cnsfoe wo lARNNS 5 Biron co HAE a0 6/28TOL 


saw the deceased olive on_ 
URE 


TE: 
tH 
Ol 


@ 


£a | nq de : ‘22d. ADDRESS 
= pe! " 
£52 Agustin delCampo, M.D. Springfield Hospital,Sykesville,Md. 
& 22 23b, DATE THEREOF ‘23c. NAME OF CEMETERY OR Oe LOCATION (City, town, or county) — (Stote) 

~o 
0&6 2<f¢, Vz Dermal. ZL; fe. ade 
ee F 


ors 
os 
=> 
Sar 
pa 
3s 


ADDRESS 250. ie TRAR | 2Sb. REGISTRAR'S SIGNATURE 
Le dtpaee Fe, ZAG dl Be Cen £, Rann 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


i CERTIFICATE OF DEATH 


a 


06638 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


While Not while foctory, street, office bldg., et ‘ 


jat work [1] at wark 


NG PHYSICIAN: 


9 


page 3 should be detached far use os the burial-transit permit. 


21. | certify that (I) (this haspital) attended the deceased fram__.JuLy_1.____. age June 8, 19.61, that (1) (we) last 


n.__stunea 8 19.611 and that death accurred ot2.$:3 tam the causes and an the date stated abave. 


ce 
st 
oF 
Ff 
£ 3 \ 2. COUNTY Carroll Manvtatw a. STATE Mi lain b. COUNTY - 
o 7 b. CITY OR TOWN (lf outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond by 8 neorest "2 
7 So RURAL and give neorest town) Ab 
S e 
ie ers 2ly-lln-ld. Baltimore = 
cage OF (OSPITAL TF not in a Poapre, give street oddress) d. STREET ADDRESS 2. IS eels 
oS =. ei ~ tee INSTITUTION 2006 E F " ss ky ca nO CK 
” > ve YES NO 
2 725 IS « Fairmoun’ a 
2 ee 3. NAME OF Middle Lost 4. DATE Month Day Yeor 
= ot 
oe (ype or print) John ---- Meerdter DEATH s - 19 
) 3. oe i 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
oe lost birt po 7: a 
a: ane 7-18-1886 147 
3 ats 
3 — a Pl 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Phra during mast of working life, even if retired) 
5 pee Laborer -- Maryland USA 
25; 2 a R 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
SB ; 
2 g8: John Meerdter, Sr. Annie Kufman 
5g 
© ¢£ FA ra 1S, WAS DECEASED EVER IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address. 
gee § 5 (Yes, no, oF unknown} UF yes, give wor or dates of service) , 
or (aes nown | unknown Hospital Records 
eae 
® BSE 1B. CAUSE OF DEATH [Enter anly one cause per line for (0), (b). and (c}-] INTERVAL BETWEEN. 
Smeets PART I. DEATH WAS CAUSED BY: = ( Occlusi: bank aia ge 
See 
e ose nes cAveenan,, Coronary Occlusion mumites 
5 £e5 (9) a3 5.x DUE TO 
= 5 Cunditians, if any, which , Nervous System Syphilis years 
s 3 gave rise ta immediote 
& < " DUE ae oa 
ae Be couse (0), stoting the under: x 
ge2 lying couse lost. «__Arteriosclerosis years 
38 z neo uN nie” IGNUFICANT, TIONS CONTRIBUTING Te EATH BUT, IT [aj ‘SE, IN GIVEN IN PART I{a)/19. WAS AUTOPSY 
238 2 bYaait Sy her oni Mle ABSUCLA bed WIE CONE HPP OIE SPV PERFORMED? 
268 3 week a eningovascular with psychotic reaction. yesQ_ no O 
aM = | 200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Port Il of item 1B.) 
eae & [OR CONTRIBUTING (CAUSE OF DEATH 
Be & | (IF EITHER, NOTIFY MEDICAL EXAMINER) retire, 
oS z a Tareas Care EE IC E PRIPs oca 
os & ]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn} (County} (State) 
ee g 
ces 2 
Be 2 
Bs 
os 


TE: 
th 


the State Board af Health prior ta burial, cremotion, or remavi 


o nq. sil 1 Pe ie 

&: non {\r AREONS 5 BiPeror co HAE 
“3 = Te. ase ‘22d. ADDRESS 

2 ype) 
Z5¢ on Nizapkowsky, MD. OU |__| Springfield State Hospital 
Eee 
YoDQ 23a. BURA CREMATI 23b, DATE THEREOF 23c, NAME OF CEMETERY OR ia 23d. LOCATION (City, town, or county’ {Stote) 
232 muons” |S-(3-6 7 \MendowArtye Mom ltr | Barer. Mas de 
2 2) nN i) 24, FUNERAL DIRECTOR'S SIGNATURE Hh ADDRESS ‘2Sa. REC'D BY REGISTRAR ‘2Sb, REGISTRAR’S SIGNATURE 
was O\| Aor7As J: heady 7me BART ~Pf wrest 14°61 Cathe alt Pega! 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6655 CERTIFICATE OF DEATH 066385 


« 
5 if, PLACE OF DEATH q]2. USUAL RESIDENCE (Where deceased lived. IF institution: Residence before se 
= °. a. b. COUNTY : 
is Carroll pass oe Maryland Balto.City 

9 b. CITY OR TOWN (lf autside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
ty a RURAL ond give nearest tawn) 3 7 O _ . 
o SBN Sykesville Tyrs.l7days Baltimore 13 Vv ) = 
2 xe! c d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
co] ™ > ‘OR INSTITUTION ON A FARM? 
ee, ~ Springfield State Hospital 1916 N. Chester Street yes Q]_No Gt 
ah Mae, 
°° 3. NAME OF i i 3 
- ust DECEASED First Middle ‘ Last 4 = gaa Month Day Year 
pee (Type or print) Frank Herman Meickey DEATH June uF 1961 
e S. SEX 4. COLOR OR RACE [7. MARRIECIK] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ie i lost bicthdoy) [Manths] Doys | Hours Min. 
Male White wibowep EJ] —obivorceo [] August 11, 1885 fe 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af working life, even if retired) 
Painter - Maryland U.S.A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unknown 


17, INFORMANT Address 
(Yes. no, oF unknown) 


No Springfield Hospital Records 


18, CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond (c)-] INTERVAL BETWEEN, 
PART |. DEATH WAS CAUSED BY: ANNO neh asl] 
IMMEDIATE CAUSE fo) ___ Heart failure 


dbz) \ foto Aortic valve stenosis 


{IF yes, give wor or dotec of service) 


Then please remave carban papers. 


the State Board af Health priar ta burial, crematian. ar remaval, and in any event, within 72 haurs after death. 


: The law requires that the death certificate be execute 


Her this certificate has been signed by the attending physician and completely filled in by the funerdl directar, 


# Conditions, if 0 ib ) Coronary arteriosclerosis . 
= gave rise to immediote : 
a cause (0), stating the unde ¢ DUETO Pulmonary infarction due to embolism Weeks 
ae lying cause lost. ey 
Sen delogicotsa dors 
See = 
p4 id Pagy Il, OTHER SIGNIFI IT CONQITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL | ASE CONDUJIOI IVEN IN PART 1(a)/19. WAS AUTOPSY 
gat 2|C.B sascogend gapoxiest ton atéohe: into: cation, with paychot c re= PERFORMED? 
apg 3|_action, plis diabetes mellitis. ves] Noo 
ars \ [E |, ASCIDENT WAS UNDERLYING [] | [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Por Il of item 18) 
£ 5 
z Ewe ~~ & | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Bote & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Bia se rat Haur 0. m, While Not while factary, street, office bldg., etc.) | 
iene? = p.m. 19 Jot work [J ot work H 
nek IO 
g SS. 21. | certify thot (1) (this haspitol) ottended the deceosed from..March 7, 15. todune Ty) , 1991, that (!) (we) last 
3 
ee sow the deceased alive on May 3, 19.61, . and that death occurred ad__AMM, from the couses and on the dote stoted obove. 
==O5 22a. SIGNATURE 7b. DATE 
= f ING SIGHED 
®: { aakes, bel byes mo [AEN 9 Bicror o_ HAE ow 6/1fer 
"eo? 29E. PHYSIGAIN'S = 22d, ADDRESS 
3 4 
ze23 “AY! Aeustin delCampo, M.D. Springfield Hospital, Sykesville ,Md. 
ep oss ee See Peet ee ee ee ee 
a8 s 2 Ba. BURIAL ore Wa DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or caunty) (Stote) 
~S Bb VAL (Spegify) / _ 
ae Loreal) la —SAZEL 
= a 
2 9 24, FURYERAL DIRE R'S SIGNATURE ADDRESS: oA is REST 25b. REGISTRAR'S SIGNATURE 
y 3 
VR AIS (4 . 7 61 
ta L(A | Doth Alea a Ll on a? 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


_ 6658 CERTIFICATE OF DEATH C6640 


T CCU a OSU EE Reeererce: (Where deceased lived. If institutian: Residence before admission) 
a. °. § b. COUNTY U 
Yarroll Meee Maryland ‘Baltimore City 


b. CITY OR TOWN ([f outside corporate limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURAL ond give neorest town) 
RURAL and give nearest town) “ 


Sykesville 6 mos. 26 da Baltimore Bvoi-¥ 


d. NAME OF HOSPITAL {if nat in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


308 Dallas Court ves (J No fi] 


. NAME OF iT ost 4. DATE Manth Day Yeor 
DECEASED | OF 
{Type oF print) ry Meyers | deat June 4 161 
oa 


5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED 0 B. DATE OF BIRTH 9. AGE {In years (IF UNDER 1 YEAR| IF UNDER 24 HRS. 


lost bicthday) | Month: 
Female White — |wivowen gg] pivorceD ] | 7=20—82 % lonths] Days | Haurs] Min 


yes. 
10a. USUAL OCCUPATION {Give kind af work dane] 10b. KIND OF BUSINESS OR cag BIRTHPLACE (State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during mast af working life, even if retired) 
Hosewife = ae vd Maryland U.S.A. 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William Elliott Sarah Williams 


1S, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yas, 00, oF unknown) | {IF pes, give wor or dates of service} 


No - 12-05-8483) Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter anly one cause per line far (a), (b), ond (e}.] INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: bia ore eo 

» DEATH MEDIATE Cause (o.__ Multiple infected bed sores weeks 
4150-0 DUE TO 
Conditions, if any, which malnutrition months 

gove rise ta immediate 

couse (a}, stoting the under ( DUE TO 

lying cause lost. generalized arteriosclerosis, marked, years 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART }(0) B WAS AUTOPSY 


PERFORMED? 
C.B,S, associated with cerebral arteriosclerosis with psychotic react 


om [1] NO 
200. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | ar Part Il af item 1B.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) . 


e— 


Ss 


Co 


ely (filled in by the funerot director, 
Pages 1 and 2 should be filed with , 


[ J 24 hours after ‘ué} 


t, within 72 haurs after death. 


Then please remave carbon papers. 


20c, TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or tawn} (County) (Stote) 
Haur a.m. While en whine factary, street, affice bldg., etc.) | 
p.m. lat wark [[] of wark 1 


21.1 certify that (I) (this haspital) attended the deceased from._Nov..-_-18__ 10. 10 June__.14___, 19-61, that (I) (we) last 


ol. 
14.1961. , ond that death occurred of: AR, 1s the causes and on the date stated abave. 


2b. Hild iD 
MED. STAFF sl E | 
DIRECTOR C)__ PHYS. %] 6- 


MEDICAL CERTIF{CATION, 


bf 
si 
5 
3 
Fy 
g 
é 
® 
2 
2 
3 
2 
5 
$ 
<= 
co] 
$ 
nol 
° 
rs 
° 
a 
3 
Ly 
ad 
z 
Ly 
3 
R:} 
° 
= 
is 
z 
=< 
~ 
a 
> 
x 
a 
° 


€ 
& 
3 
Ss 
z 
6 
2 
£ 
3 
e 
4 
° 
6 
2 
3S 


her this certificate hos been signed by the ottending physician and camplet 


d for use os the burial-transit permit. 


thy 


‘OR 


TE! 
poge 3 shauid be Getache 


ATTENDING 
. | PHYS. 


® 


22d. ADDRESS 


the Stafe Board of Health prior to burial, crematian, ar remaval, and in any even 


may be retain 
$2 TO FUNERAL DI 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar caunty} (Stote) 


BURIAL 1G—- /7 - 6) |MT: CARMEL CEM. S7/20'DowWere ST BALTO, Mp, 


24, FRINERAL DIRECTOR'S SIG} RI ADDRESS 2S0. | REGISTRAR 2Sb. REGISTRARS SIGNATURE 
x fF 70) S, COBNLING ST; ay ae on i 
CRaaben sd. Banta, kt ID. Dare : Hawa 


TO HOSPITAL O, 


2 
Sz 


2 


MARYLAND STATE DEPARTMENT OF HEALTH 
on ee f. AEE RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


FOR STATE MEDICAL EXAMINER'S CERTIFICATE OF DEATH O06 644 
HEALTH DEPT. 1 Eade ie DEATH 2, USUAL RESIDENCE (Where deceased lived, If instilution Residence’ Before admission) 
e “Lh dt tat fasvianp || 7 Vt Tht lies, COUN Ob Ltt, e74 
q b, CITY ROR teat "fe TN saledbaed Jnils, ¢. LENGTH OF STAY IN 1b ‘c, CL TOWN (If outside corporate limits, write "Vie give <7 town) 
a Lee fatpeied | [titral, | PAG <i Hebe fyt Len. ‘a Lith be 


d. NAME OF HOSPITAL OR INSTITUTI fe nol In hospital, give stree) ed , STREET ADDRESS ~) ©. 1S RESIDENCE 
ON A FARM? 
te [ | Yes no] 

3. NAME OF first . Middle Last 2 a 


freee W)LL/AM- O- MpELICL |. tom Save BS 


OF 
DEATH tLe. 2 go 19 4 
3, SEX 6. COLOR OR RACE] 7, MARRIED Dien MARRIED [-]| ® ae OF BIRTH 


9-7AGE (In years |IF UNDER T YEAR 
ye eta 
lt/ WIDOWED pivorcep [] ie 4 j/- iv ¥ ¥ Ss 


Yen east Deys 
TOb. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (Stete or foreign cou 
Pie rs Giel 
Ni 


If UNDER 24 HRS, 
Hours Min, 


death. If any delay is nee 


12, CITIZEN OF WHAT COUNTRY? 


within 72 hours after death. 


, Y 
oe OOK fe coe 
"5 NAME / 4. Re 'S MAJ (AME 
Aebbta Wie L fe bce Aen ee ele <A 
i WAS Lia Nis INU. a Gat Rive ha aes 4 SECURITY NO.| 17. INFORMANT y Lf ba 
es, No, or un mh yes givewaror delesofse ~36- SIH iG wy 7 UY. ee - 
oy pig <2 “= ¥o00£< Lh nt Ph 
18. CAUSE OP DEATH [Enter only one cays per ize for (2), (b], and (c). 7, ~_ INTERVAL BETWEEN 
7 err AND DEATH 
By cnn Soe en heT Leet J het 
4X  puETO 
Conditions, if any, which (b} ri “| 


geve rise lo immediete cause 
(2), steting the underlying ( DUETO 
cause lost. re 


te, writing the word “pending” in Bencil In Item 18. Give Pages 1, 2, and 3 to the funeral director. Page 


to the Chief Medical Examiner's Office along with form PM3. Page 5 may be retained for your files. 


z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
Q = RFORMED? 
( ) $ YES ol NO ok 
= |20e. EXTERAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enler nelure of injury In Port | or Part Il of llem 18.) 
& | PRIMARY TX or CONTRIBUTING [1] 
|] CAUSE OP DEATH. 
| Zoe. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY Heme, form, a 20%. {City or town) (1 {State} 
3 . While __ Not While fastory, sireet, offica bldg., ele.) — ey a 
Z - LO Sl jet work [EE] ot work 


EXAMINER: This certificate should be executed within 24 hours after 


21. I certify that | took charge of the remains described above, held an Autopsy (el eens eae qi and in my Se 
death resulted from: Natural causes im} Accident ip Suicide x Homicide ah Undetermined manner oO 


CHIEF MEDICAL EXAMINER [—] 
¢ Ritutn =) ime wp, ASSISTANT MEDICAL EXAMINER [] I3% 

DEPUTY MEDICAL EXAMINER “6 4 

Games! /y AAS /t Address (Streal, city, seins sobs Oe te hy 


% 


please execute the ce 


4 should be forward: 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board of 


or its designated agent, prior to burial, cremation, or removal, and in any 


TO DEPUTY @. 


228. SSREHOVAL Comey | | 22h. DATE 1 Winget 22c, oe ‘OF CEMETERY OR CREMATORY 22d. (Pee (City, tows, of country} yy (Slate) 
2 pec - L Z /; 4 
BbésE / Cele €* alt COC€MELE Og a ona a. ig bt, 
vee paws DIRECTOR 7 ADDRESS, . {| 240. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
5m 7/59 \\\ (Lpter a AOS Wade tlink hy patedUN 2.1 '61 | Cnthun £. Trans 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6658 CERTIFICATE OF DEATH C6642 


om 


<< des 
& ea .! 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. if insitution: Residence before admission 
. °. °. b, COUNTY 
aaa Carroll MARYLAND Maryland Carroll 
So b. CITY OR TOWN (If autide corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest town) 
a gel to RURAL and give heares! tawn) , : 
bg Sykesville -llmos.9days| Crowe] Town, Westminster, Gen. Delivery 
€ 22 4. NAME OF {HOSPITAL (IF not in hospital, give street address) d. STREET ADDRESS «. 15 RESIDENCE 
° ag a 
ae eT OB I Springfield State Hospital None ves] Nom) 
°° ce 
2 £6 3. NAME OF First Middle lost ‘4. DATE Month Day Year 
< U-. DECEASED OF 
Sheed < {Type or print) Alice Mary Miller Miller DEATH June 20, 19 61 
zee Sugeay 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH SAGE (ingaer [IEUNDERT VEARIIF UNDER 24 Hf: 
S75 jst birthdey) [Months] Dy Hi Min. 
aus Female White |wirowom —_ovorceoo | duly 5, 1880 re ee ee a ~ 
2 €&. 10a. USUAL OCCUPATION (Give kind of work dane] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
2 ess during most of warking life, even if retired) 
So Qe Housewife - Maryland U.S.A. 
g 23 g 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
» ce . 
Be Elie Miller Lavina Markle 
= 30% 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
5 a § 5 (Yas, no, oF unknown) (IF yes, give wor or dates of service) 
Sala & No | - - Springfield Hospital Records 
3 i: a 2 18. CAUSE OF DEATH [Enter anly ane couse per line far (a), (b), and {c).] HISTERVA RET IVEEHY 
3 fa PART 1. DEATH WAS CAUSED 8Y: 
ene ee IMMEDIATE CAUSE (ol__ Infected bed sores: Weeks 
$ ai 5 Lot DUE TO 
Arg 
= ghee Conditions, if any, which & Malnutrition Months 
$ ee 5 ib gave rise ta immediate 
3 Eat cause (a), stating the under. ( UE TO 
Sean F lying cause lost. © 
Soe taun eS 
Sa a Pagt Il OTHER SIGNIFICANT CONDINGNS CONRRIBUTING TO DEATH BLT NOT RATED T RISEAS ION GIVEN IN PART V(a}]19. WAS AUTOPSY 
SELES 2 C.BeS assoc. with Senite brain disease Psyohorre: PEseerens Le ins 
2a5 86 S yes] NO 
ra = = 
mos 6 © 200. ACCIDENT WAS UNDERLYING C]__| 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I ar Part It of item 18.) 
2 
Za eS & [OR CONTRIBUTING (] CAUSE OF DEATH 
Pes. © |(F EITHER, NOTIFY MEDICAL EXAMINER) 
mies soon “4 
g i} 3 co} 3 G [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 202. ee OF UR Hane, farm, | 20f. (City or town) (County) (State) 
+s a H ram Fi a ictary, street, affice .. ete.) | 
ES. fs s jour a.m While Not white ry pais LH 
@5,85 
Zz oy 5 21. | certify that (I) (this haspital) attended the gan fram._VULY tty 1927, ta VS __ M9 __, » 19.25 that (I) (we) last 
a = saw the deceased alive aD loon 2, and that death nected OR Mera the causes and an the date stated abave. 
ome 3 Z 3 ATTENDING ‘MED. STAFF oe SIGNED 
& 25 é Director PHYS. OF 6/21/ st 
=o 25 ea ‘amie 
= 3 
= $228 pee data, MI Springfield Hospital, Sykesville ,Md, 
ne 
0.8 on 
= oR ee z f Ve) 
ac E g 
Pe Q 24, Oy tees 0 ey y, /2—aporess / 250. REC RAR pee ‘ a 
VR AIS(4) bf takten of, Panne 
ISM 9799) i) L4 to I> 


directar, 


Pages 1 and 2 shauld be filed with 


the Stote Board af Heolth prior ta burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


= 


{ 


®: 24 hours ofter d 


Then please remave carban papers. 


ter this certificate has been signed by the attending physician and completely filled in by the funer 


IG PHYSICIAN: The law requires that the death certificate be execute: 


pital ar attending physician. 


TE 
i] 
ie) 


page 3 shauld be detached far use as the burial-transit permit. 


3° 


may be retain 


TO HOSPITAL 
TO FUNERAL D) 


SB 
aa 
a 


Zp 
2 
3 
& 
S 


\ 


oO 


6659 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


C6643 oy 


i” eed DEATH ~# Hatt spe Lape {Where deceased lived. If institulian: Residence befare admissian) 
a. a. b, COUNTY 
Carroll pee Ma 
b. CITY OR TOWN (If autside carporate timits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If avtside carporate limits, write RURAL and give nearest tawn) 
RURAL and give nearest tawn) 4 
Sykesville 8yrs.hmos.22dbys Baltimore 3 voi: 
d. MOM. (If nat in haspital, give street address) d. STREET ADDRESS e. IS bsg 4 
ONA iM 
Springfield State Hospital 2812 Suffolk Ave. ves () NOX] 
3. NAME OF First Middle Lost 4. DATE Manth Doy Year 
DECEASED 2 OF 
Choe or print) Je Thompson Miller Siam «= June 18, 19 61 
$. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED PY [8 DATE OF BiRTH ]9. AGE (in years [IFUNDER 1 YEAR] UNDER 24 HRS. 
+i rhs] Days | Hi in. 
Male White wivowep ([] vivorced] | Feb. 275-1900 a (5 Set ie a aR we 
100. cs ro “ical Leeee kind ¥ ns 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) = 12. CITIZEN OF WHAT COUNTRY? 
ing mast warkil life, even if retire 
Hitiget st Clevk Retail Drugstore | West Virginia U.S.A. 


13, FATHER'S NAME 


14, MOTHER'S MAIDEN NAME 


scohnecncheakibbberx J. Thompson Miller,Sr, Annie O'Neal 


My, WAS, PGE LL EVER IN U. S. ARMED. USiiacod 
So aaestaceta at valesine ame a ariel 
Wo = 


16. SOCIAL SECURITY NO. 


17, INFORMANT 


Address 


Springfield Hospital Records 


PART I. DEATH WAS CAUSED BY: 


1B. CAUSE OF DEATH [Enter only one cause per fine far (a), (b), and {9.] 


CA: of LUN G 


INTERVAL BETWEEN 
ONSET AND DEATH 


oh Be IMMEDIATE CAUSE (a) 
/ x 


DUE TO 
Canditians, if any, which (b 
gave rise ta immediate 

DUE TO 


cause (a), stating the under- 
lying cause last. 


fe) 


20a. ACCIDENT WAS UNDERLYING [J 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY = Manth, 
Hour oo. m. 


MEDICAL CERTIFICATION 


While 
fot work [7] at wark 


21.1 certify that (I) (this haspital) attended the 


Nat while 


ee fram... 


fF CONTR) ATPL BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
SchiY SHEET E FE SEU Oh Devas AE BSS (01) BERFORMED? 
yes [] NO 
20b. DESCRIBE HOW INJURY OCCURRED. (Enter nalure of injury in Part | or Part Il af item 1B.) 
Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20F. (Cily ar tawn) (County) (State) 


foctary, street, affice bldg., etc.) ! 
{ 


961 


he 7s. 19 asi that (I) (we) last 


saw the deceased alive an YUNE Li SA ee and that death accurred at_ SAM fram the causes and an the date stated abave. 
. Mi. pare 
ATTENDING. MED, STAFF 
ate PEA Mo. | PHYS. binecroR aes 6f. 187er 
— Tad. ADDRESS 


23a. BURIAL, CREMATION, | 23b, DATE THEREOF 
REMOVAL (Specify) 


Cremation | 6-21-6 


23c. NAME OF CEMETERY OR CREMATORY 


24, FUNERAL DIRECTOR;S SIGNATURE 


23d. LOCATION (City, tawn, or caunty) (State) 
Baltimore, M 
2Sa. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
vate AUN 22 '61 Cinthan Lo Fiesta 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERO _, CERTIFICATE OF DEATH 06644 


— 


ce 
23 1, PLAGE OF DEATH = ey 2, ay ERE (Where deceased lived. If institution: Residence before admission) 
fy ‘ta “roll MARYLAND 2 Maryland bs COUNTY 
sgh arro 
Eo b. CITY OR TOWN (IF outside corporote limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
2 A RURAL ond give neorest town} 
3 fs . 1 mo, 26 day# Baltimore 1, Maryland Vb 1-4 
2 12 a. NAME OF HOSP AL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
oO — OR INSTITUTION ON A FARM? 
age is Springfield State Hospital 8064 W, Lombard Street Yes] No Ek 
2 = 5 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
x -. a 
& 852 (Type or prin!) Frank Milunaitis | vem 6 161962 
= aos S. SEX 6. COLOR OR RACE |7. MARRIED [XNEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ok ene Months] Doys | Hours | Min. 
pole Male White  |wiowen pivorceo [J 2-17-97 a } 
S25 i 
£ € 2 ay 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
5 2 
8 835 during most of working life, even if retired) 
3 vet Tailor - Lithuania Lithuania o 
e 2 2 Rg 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 ete 
ipo) Bae John Milunaitis Anna Lushikauskas 
oO tt 6 
Pa 5 Fa be 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
z 
aay TY. no, oF unknown) IM yet, give wor oF dates oF service} % 2 
8 of$ ° - 214~30-6899 Springfield Hospital Records 
iy 2a 
9 e8E 1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c). INTERVAL BETWEEN 
8 5265 e ONSET AND DEATH 
a Bae PART |. DEATH WAS CAUSED BY: * 
g be8 IMMEDIATE CAUSE io) Far advanced pulémonary tuberculosis. rs 
5 £86 yi 2X DUE TO 
eg Ber 
£829 Conditions, if ony, which 
a0 z Y- b) 
$ BES gove rise to immediote : 
=) eter couse (o}, stoting the under- (| DUE TO 
g é 3 $ 5 lying couse lost. © 
5 Cah Le a Part JI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) | 19. Mae ale at 
2SLFS e 
aro. Fe A . yes] not 
eass5 5 depressive reaction 
oc p= = 2 
= 25 5 3 = 200, ACCIDENT as UNGER, a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port II of item 18.) 
$S5% & | OR CONTRIBUTING Cl CAUSE OF DEATH 
ag = = 3 O |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
g 3 + oe & ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
> 5 - ga a Hour oy m. While Not while foctory, street, office bldg., etc.) | 
Saye ee 3 pm. 19 Jat work [C] ot work ' 
Oa528 5 , Z 
Z23 5 21.1 certify that (I) (this haspital) ottended the deceased from.__________ 4=20. 1l.. aes b-16—_. 19.61 that (t) (we) last 
3 
s = saw tHe deceased olive son penn ie 6=16-161.. ond that death accurred at 222@P aie the causes ond an the dote stated above. 
a o 
P=O58 a Ce Ade 2b. DATE 
Sot tA ATTENDING D ‘AFF a 
@: gs B UARAY CQ A Cytlee AIC 0) AE bet roi Dene 6-16-61 
EADS ‘oa SANS 5 = ADDRESS 
25? ype) 
<iziea Julian Radzykewyez Springfield State Hospital, Sykesville, 
Se ee | a Se oe el Ee ee ee ee eS fe 
a 2 o° 2 230. BURIAL, CREMATION, | 23b, DATE THEREOF 23c. NAME OF ie Cy Hepa er LOCATION {City, "© or "DY, {Stote} ad 
035 34 REMOVAL ead 
Da 
ee ane. Wye 20, (96 VZo pn tgpee ra4 Pauw ae AD 
- - Fy ERAL —_ R's. i (ast WSo. REC'D BY REGISTRAR Sb. ee yj SIGNATORE 
’ 
VRAIS (4) q VA ” ahs 20’61 Gintticn 
ISM 5/99) Kee S ae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6661 CERTIFICATE OF DEATH ney. out, OO4H 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
©, STATE b. S@QNT: 
IA(ZV] AA 2 o 


‘¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


it Erin eeegiolld 
4 ; 
MARYLAND 
AR Kak 


b. CITY OR TOWN (If autside corporote limits, write | ¢. LENGTH OF STAY IN 1b 
RURAL ond give nearest town) 


NEST M oS ZA XWESTM 11 
d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
: OR INSTITUTION | ON A FARM? 
A Us Le Rv BA hb ves k] No[] 
3. NAME oe First Middle lost 4. Date Month Doy Yeor 
(ype or print) = Pr A M Ie d h DEATH 2 ff — 9 a / 
9. pee {In years [IF UNDER | TEAR! IF UNDER 24 HRS. 


Months] Doys | Hours | Min 


J=\woowes D Divorced [] 


10a. USUAL OCCUPATION (Give Les ‘of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most af working life, even if retired) 


13. FATHER'S NAME r ‘: 1a, LARVA AL —~ 
(Devas NVeupeckeg brucei Raen HART 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(fas, no. oF unhnown) UF yes, give wor or dates of rervice) 
ALG AVA: PV AL FE fa pizjeL bidse Vij AA LIN fe fle 


1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)-] 
PART I. DEATH WAS CAUSED BY: > 
IMMEDIATE CAUSE fo)_6--€™L_-& 
20, / DUE TO 
f . 


Conditions, if ony, which iy wut Cb) A 4 n-20 


gove rise to immediote 


12. CITIZEN OF WHAT COUNTRY? 


fost yoy) 
- yrs. 
fi YeierAPiac ne or FQ ‘count 


that the death certificate be me 24 haurs after di Page 4 


fires 


ificate hos been signed by the attending physician and campletely filled in by the funeral 
d for use as the burial-transit permit. Then please remove carbon popers. Pages 1 and 2 shauld be 


€ 
3 
3 
$s 
6 
g 
2 
ow 
g 
e 
£ 
3 
ic 
S 
3 
= 
o 
aa a cause (a), stating the under. ( OVE TO , ’ 
Hy g z lying cause lost. ol oil 
el z 4 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATO)BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. WAS AUTOPSY 
oa 3 = 
os 3 3 Teh, ves—] Not] 
Eo 5 () | [200, ACCIDENT WAS UNDERLYING C]_[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
3s ts U | & [oR CONTRIBUTING D1 CAUSE OF DEATH 
Zé 5 © | (UF EITHER, NOTIFY MEDICAL EXAMINER) | | —————~ 
Ss f 4 
Zssss & [20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. {City or town) (County) {Stote) 
iene w= 3 foctory. street, office bl tc.) | u 
Seles 5 Hour o,m, ——___ While. Not while pony eet. 9 dg. seh 
zsEreé = p.m. 19 lot work [] of work [] > 
Se 5 F 
ry ee 21. | certify that | attended the deceased from Main £41, Wd, otters BL 19% L that | last sow the deceased 
a oo i 
2@: 45 alive on Yu Soe! 2 12 LUTE and that death accurred at_& AA. M, fram the causes and on the date stated abave, 
ra SOS ADDRESS (Street, city or town, stote) DATE SIGNED 
— = _ 
. TUAL : a 
r Bs | SIGNATURE. MD. die A ad acy y pla, 42220 f 
=oo = 
zeae PHYSICIAN'S > 
Zeg82 Rai ties _G_ 1 L. a WES TA dys Fe Re He Ba 
&SEOD Zo. BURIAL, CREMATION, | 22b. DATE THEREOF GAME OF CEMETERY OR CREM mel 2d. LOFATION (City, town, or county) (tote) 
Qe a5 Lee Gi city) 
zeae Y l= fe a2 TMI/NS TK, fF AF 
e FF \ 


idee TEC BC REGISTRAR” | 245: BECIGTTAN'S 5IQHATUG 
J Chiba “¢ i 


vara 2.6% 


& 
ee 


vs? : i beaters th NSpHd {VE WV i jc, MI 


a 
= 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND. 


6662 __ CERTIFICATE OF DEATH 


re 2TUSKAL RESIDENCE Whore deceased lived. If stitution: Residence before edmision)” 
b. COUNTY 
Vero WA MARYLAND 
TY bebe s) {IF outside carparate limits, write | c. LENGTH OF STAY IN Ib ITY OR TOWN (If autside carporate limits, write RURAL and give nearest town) 
give n SOLE to 
o S52 4 : by ! aS City, Maryland 
2 i t mil iE ai oa hig le wo ‘nat in haspital, give street address) d. STREET ADDRESS: e. RPE Ne 
o ‘<i ry A 
6, See unknown BVOfre 
s > AL fe ML ea Yes [] NO. 
eS 3 NAME OF First Middle ost Manth Dey ‘Year y 
3 2¢ (Type or print) DA vid, AT yers 19 G. 
z 8 5. SEX 6, COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9, AGE (In years 
a A / e last biethday) 
a Wh Te wivowen@] Divorced [ wh Zf SEG ys. 
10a, USUAL OCCUPATION (Give kind 10b. KIND OF 8USINESS OR INDUSTRY | 11. BIRTHPLACE (State ar AS cauntry) 12. CITIZEN OF WHAT COUNTRY? 
g mast af warking life, even i 
risen (jar ty Le mx USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


dvdrew £. [tyscs, “ate Firnche : 


i WAS ane EVER IN U. S. Aniseb FORCES? %. SOCIAL SECURITY NO. |17. INFO! 
ees es pre AIRED GORE ES? 
|FLo. ws Sle L293 Te aac 

i i. INTERVAL BETWEEN 


T Al 
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0), 


, At DUE TO 
consti, any. mich Liab utehdbe Best) Cubs Creatbar i 
gave rise ta immediate 


DUE TO 


Then please remave carban papers. 


the State Board af Health priar to burial, crematian, ar remaval, and in any event, within 72 hours 


cause (0), stating the under: 


TTZDING PHYSICIAN: The low requires that the death certificate be execut 


i 
3 
a 
ripakes lying cause last. (6). 
6c pe RS - 
235 ra Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
Set a - 
Sela e = — — yes [] NO 
One a ae gee EA - 
Fs 3 = 20a. ACCIDENT WAS_UNDERLY! Ib. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part UW af item [Bj eens 
£22 & | OR CONTRISUTING-EHEAUSE OF lees 
282 4 & | WF EITHER, NOTEY MEDICAL EXAMINER) oe 
356 § |? TMEQEIUURY Month, Day, Year [20d. INJURY OCCURRED 206. PLACE OF INJURY (Home, form, 1 20F. (City ar town] (County) (Stote) 
5°29 rl Hour etn : factory, street, affice bldg., etc.) 
3? = p.m. at wé ark i 
s So 
3 3 ify thot (I) (this hospital) attended the deceosed from. A DY. sae A 19d hi that (1) (we) lost 
s 3 re <a 19.57. and,that deoth accurred a//AVM, fram the causes and on the dote stated abave. 
O38 2b. DATE 
Th MED. STAFF SIGHED 
©: oO DIRECTOR Puys. 1) 
ec 
oz 
tz3 S Lardla 
See A iy se ESL Lay (a be 
ase URIAL, CREMATION, | 236, DATE THEREOF 23d. UDCATION (City, town, or county) State) 7 
O55 2 EMOVAL ( Boect j 5 
ree e payovanl T=/- Mle coer eat Le ae Leta tL = 
ey 2 24 FI ERAL Wee 7 ATURE AODRESS “| 250. RE REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
o, / ff uit t On hd 
“ea o4s) ~\\ elt 4 CY flr. i VEZ onde 


HEALTH DEP 


h the State Board of Health, 


me 


es 1 and 2.w 


t within 72 


i in Item 18, Give Pages J, 2, and 3 to the funeral director. Page 
along with form PM3. Page 5 may be retained for your files. 


9" In Benci 


ing 


| Examiner’s Off 


writing the word “pendi 


EXAMINER: This certificate should be executed within 24 hours , If any delay is we 


ificate, 


® 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


6663 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 06647 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceesed lived, If institution: Residence before edmission) 
a. COUNTY a, STATE b. COUNTY 
Carroll 3 MARYLAND Maryland Carrol] 
b, CITY OR TOWN [if outside corporete limits, c. LENGTH OF STAY IN 1b . CITY OR TOWN (If oulside corporele limits, write RURAL end give neerest town) 
write RURAL end give neerest town) x 
| Rural Westminster Rural _ Westminster 
| d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS e. ee AGE 
f°) Fi 
RF D.#5__ = y R. FD = ves fog NOE). 
. NAME OF First Middie DATE Dey Year 
a) P. “OFT 
int) 
ut ay Mar: Ellen Myers Te adh we 
cS 6. COLOR OR RACE|7, maprieD fr] NEVER MARRIED [_] | 8- DATE OF BIRTH 9. AGE (In years {IF UNDER1 YEAR| IF UNDER 24 HRS, 
last birthdey) eal Deys | Hours l Min. 
Female White wiowe[] _pivorcto[]| June 1, 1910 so. 
TOs. USUAL OCCUPATION (Give kind of work ] 10b. KIND OF BUSINESS OR INDUSTRY]| TI. BIRTHPLACE (Stete or foreign county) 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
Housewife Own home Carroll Co ,Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Luther Hahn Mary Clingan 
15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17, INFORMANT Address 
(Wes, no, or unkown) | {ifyesgivewerordetesofservice) 
No No Mr. Ivan Myers, R#5, Westminster, Maryland 
1B. CAUSE OF DEATH [Enter only one cause per line for hb ond {).] ay * >= INTERVAL SETWEEN 


PART I. DEATH WAS CAUSED BY: = bx ns . ONSET AND DEATH 
IMMEDIATE CAUSE (e)! eel ie ‘ = 

JL; DUE TO 

Conditions, if“any, which (b) 
geve rise to immediete caure 

(a), steting the underlying ( DVETO 
cause last, {e) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{e) 


19. WAS AUTOPSY 
PERFORMED? 


yes [[] NO her 


208. Ga CAUSE WAS ar DESCRIBE HOW ee OCCURED, (Enter neture of Injury In Pert I or Pert Il of item 1B.) 


PRIMAR’ or CONTRIBUTING [] 


MEDICAL CERTIFICATION 


CAUSE OF DEATH. Ht dng cg 
20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. ved OF INTURY (Heme, cat 208. (City or town) igeunty) (State) 
Hour a.m, os While Not While topy: street, offices bidg., ate. 
Bein. wor et work [=] at work el See kh a i 


21. I certify that | took charge of the remains described above, held ulopsy [= Inspection Inquiry 
death resulted from; Natural causes ik Accident [er Sic 5 Homicide im} Undetermined manner oO 


4 Wied CHIEF MEDICAL EXAMINER [_] 
ACTUAL 
SIGNATU: “heNg ' map, ASSISTANT MEDICAL EXAMINER [7] DATE SIGNED 


examiven's/ [ny BS TM AR SH DEPUTY MEDICAL examiner TR b- 7- bi 


and in my opinion 


or its designated agent, prior to burial, cremation, or removal, and in any event 


4 should be forwarded to the Chief Medi 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pag 


please execute the cer 


a 
= 
im 


Be 
ta 
a 
g 
VS. 

5 


> 


= 
rr 


< 


Address (Street, city, town, of county) 
Ze. BURIAL, CREMATION, 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) (Stefe) 
REMOVAL {Specify} 
61 


Burial Lutheran Cemetery Uniontown, Mary and 
ADDRESS 24e. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


Cy 2Fuss & Son, Taneytown, Maryland paTegUN 9 61 CHibial Aime 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
C664 66648 


CERTIFI ATE OF DEA 


1 96 Ae ee .S ee en Where ee If institution: Residence before admission) pe 
Carroll MARYLAND Maryland & COUNTY SGintiay, PY 

b. iy hid Hen kid Bs Neg tag limits, write ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give ae Posi] 
‘Sykesvile 3 yrs. 15 da Baltimore 2 3y Ql e 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress} d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 


Springfield State Hospital 1101 E. Fayette St. ves] NOK] 


First Middle Lost 4. DATE 


» Deceasep OF 
(Type or print) Sarah Cornelia Norman DEATH 


S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED B. DATE OF BIRTH 9. poate 1F UNDER 1 YEAR] IF UNDER 24 HRS. 
jost birthday = 


Female White |woowenf] ovorceoQ] | September 2, 187 GO) yn. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State of foreign country) 112. CITIZEN OF WHAT COUNTRY? 
durigg most ner? life, even if retired) 


eac - North Carolina U.S.A. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Unknown Unknown 


1S. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


tYes, no, or unkggwn) {UF yes. give wor or dates of service) 
a 213-12-2801A Springfield Hospital Records 
. CAU f ti , (b}, r INTERVAL BETWEEN 
4 MEDIATE CAUSE (a Pig de: | Days 
/ DUE TO 
Conditions, if ony, which eo 
gove rise to immediote 
couse (a), stoting the under. (| OUETO 
lying cause lost. ©) 


AN II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING IQ DEATH BUT NOJ RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
Cc. Bis asso. with Senile brain disease wit psy ote Teacthone sh NOC] 
yes] NO 


Then please remave carban papers. 
, and in any event, within 72 haurs after death. 


200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il of item 1B.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town} (County) (Stote} 
Hour a.m. ‘ Not while foctory, street, office bidg., etc.) 
pom, ot wark 


21.1 certify that (I) (this hospital) attended the deceased from May 275 4 : » 19.--_, that (1) (we) last 


saw the deceased alive on =e and that death occurred at M, from the causes and on the date stated above. 
Mo. SIGNATURE 22, DATE 


ATTENDING MED. STAFF, SIGNED 
M.D. | PHYS. DIRECTOR PHYS.) 


NS 22d. ADDRESS 


Namefives) Agustin delCampo, M. Springfield Hospital,Sykesville,Md, 
230, BURIAL, CREMATION. | 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stote) 


erty | Junb—1%27 Loudon Park Baltimore 29, Md. 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


Stewart & Mowen Co. 108=-W-North-Av.Balto.1,Md. | pate +464 Oniten & Kissa 


fter this certificate has been signed by the attending physician and camp! 
MEDICAL CERTIFICATION 
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page 3 shauld be detached far use as the burial-transit permi 


ANY, 
by 


the State Baard af Health priar ta burial, crematian, ar remaval, 


may be re! 


TO HOSPITA 
$2 TO FUNERAL DIRECT! 


ae 
an 
Zp 
ge 
3 

rs 


s 
@ 


MARYLAND STATE DEPARTMENT OF HEALTH 


66 5 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 06643 


1 ee eens ce Ser RESIDENCE (Where deceased lived. If institution: Residence before admission) 
°. b. COUNTY 
CARROLL Sallie DBR YLAUD CARROLL 


b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib | c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


MNLON BRIDE "| YEARS UN(OW BRIDGE Mb 


XG 


Poges 1 ond 2 should be filed with 


d. eats OF roseint {If not in hospitol, give street oddress) d. STREET ADDRESS e. Peas 
R INSTITUTION P 
Le Et SF / ELGER Sy vs ENO pK 
3. NAMI First Middle Lost 4, DATE Month Day Yeor 
DECEASED. OF 
timorrn MRAM ELIZABETH Ole mee] Litnaeted 
S. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


WV wipowen [5K DivoRceD ["] Ak 2- -/F q q | ee Months] Doys | Hours 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR oa BIRTHPLACE (Stote or foreign country) 112. CITIZEN OF WHAT COUNTRY? 


Min. 


oe 24 hours ofter @ Poge 4 


fter this certificote has been signed by the ottending physicion and completely filled in by the funerol director, 


poge 3 should be detoched for use os the burio! 


during most of working life, even if retired) 


© 


OWN Ome LAYD VE ti 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
JOHN  CRAWMER SURIPN  PIWLLINE AUK 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address RUR BEL 


Yes. #0, or unknown) ® yes, give wor or dates of service) 


No NONE CLARENCE STEM BURG NEW. Winksok 7D 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}.] INTERVAL BETWEEN 


Then pleose remove corbon popers. 


T AND DEATH 
PART !. DEATH WAS CAUSED BY: Cos by 
IMMEDIATE CAUSE (0) NBN VR» Lays Vio 
Qinb rd DUE TO 
Conditions, if ony, which (b) 


ING PHYSICIAN: The low requires thot the deoth certificote be execu 


— gove rise to immediote 
& couse (0), stoting the under. ( DUE TO 
§ = lying couse lost. 
28s ‘3 joe QTHES GNIEICANT pGoNtbeTING TOUDEATH TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
> = oe " 
3 5 Geecc arte, distens ciety 
ea = | 200. ACCIDENT WAS up ed Ch at 20b. Shs HOW rs pactuien (Enter notury FF iniory in Port ars Port Il of item 18.) 
3 & | OR CONTRIBUTING C] CAUSE OF DEATH 
4 & | UF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & |20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote} 
S Fal Hour 0. m. While NGI Shite foctory, street, office bldg., etc.) | 
3 = p.m. 19 lot work [1] ot work i 
= 21. | certify that (I) (this-hespitel) attended the deceased framPVaas._2S__. 19. tos) Cerye 1 F_, 94] that (I) (we} last 


saw the deceased alive ond en. 14 1964 and that death occurred atS_PM, from the causes and an the date stated abave. 


the Stote Boord of Health prior to buriol, cremotion, or removol, ond in ony event, within 72 hours ofter death. 


Fg 296. SIGNATURE ib. DATE 
ac ' ATTENDING MED. STAFF SIGNED: 

2 pa ~ M.D. | PHYS. i.4 DIRECTOR PHys. CJ Gft 
@: 2c, Giician's 22d. ADDRESS 

ype) a 
xq TH CARI OFE NiON BRICGE LID 
S38 3 Tio. BURIAL, CREMATION, [23b, DATE THERFOF 3c. NAME OF CEMETERY OR CREMATORY Z3d, LOCATION (City, town, or county) (Stote) 
spe Bip AL LIT VIEW UNltnN BRIDGE 72 
roe 24. Ful he apes “eat ‘ADDRESS Dihen REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
Cpls j JUN 1 9 61 ne 

YAN: a) Ms Dehn ee f Ae 


MARYLAND STATE DEPARTMENT OF HEALTH 
a > ix TATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 06650 


| 1. PLACE OF DEATH 2. USUAL E (Where decaesed lived, If institution: Residence before edmission) 
e. COUNTY, a. STATE b. COUNTY e 
: MARYLAND Maryland 
b. CITY OR TOWN {if outside corporata limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporaie limits, write RURAL end give nearest town) 
write RURAL end give naarast town) 


esville __ 35 _yrs./]_mo,| Maryland —____ 
d. NAME OF HOSPITAL OR INSTITUTION {if not In hospital, giva streat eddress) d. STREET ADDRESS e. IS RESIDENCE 


S/ Ss ON A FARM? 
iS} field State Hosnital aS Ss SY Vt a 
3. NAME OF First Middle = - Zz: 
DECEASED 


or 
a seth Winter Winfield PARSONS = 23 


5. SEX 6. COLOR OR RACE] 7, MARRIED [~] NEVER MARRIED [] | ®- DATE OF BIRTH 9. AGE (In years {IF UNDER YEAR| IF UNDER 24 HRS. 
“ lest birthday) (“Months| Deys | Hours | Min. 
male white wipowep [_] divorced [] ie 63 yes. 
10a, USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Siete or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


done during most of working life, evan if retired) 
Maryland U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Alfred Parsons Armetta Wills 
tis WAS haere = ee IN U.S. a A Seed ; 16. SOCIAL SECURITY NO.| 17, Mew Ginter W P. J K i R 9 
es, no, oF unkown) ryes give weror dates of service; i's. n be 5 ATSONS, a “Bie” Che n oa 
ee MFoehthet Records __ Sykesville, Mar of 


18. GAUSE OF DEATH [Enter only one cause per line for (e), (b), and (c).] INTERVAL ca 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: 
a i CAUSE ao er na, 
Hy) AG DUE TO 


Conditions, if eny, wd, 
gava rise to immadiete cause 
{a), steting the underlying ( OVETO 
cause lest, fe) 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia)| 19. Aa AUTOPSY 
SL LS PERFORMED? 


|_Schizophrenic Reaction, Paranoid type ina mental defective. ves] no [RL 
20a. EXTERNAL USE WAS 2Db. DESCRIBE HOW INJURY OCCUR! {Entar nelure of Injury In Pert | or Part Il of item 18.) 


PRIMARY (J or CONTRIBUTING [] 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year) 2Dd. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 20f. (Clty or (County) (Stata) 
Hour a.m, While __ Not While fectory, street, office bldg., etc.) | 
19 et work ot work 1 


21. I certify that | took charge of the remains described above, held an Autopsy fiat Inspection Inquiry and in my opinion 
death resulte : Natural causes Accident im Suicide os! Homicide ol Undetermined manner Oo 
i CHIEF MEDICAL EXAMINER [_] 
M.D. ASSISTANT MEDICAL EXAMINER. [ay DATE SIGNED 


DEPUTY MEDICAL EXAMINER xK L 
RSH Address (Street, city, town, or county) 2 
f fs . 


22e. BURIAL, CREMATION,| 22b. DATE THEREOF je. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) L/L 


Rue (Specify) ee 27= 61 


23. FUNERAL DIRECTOR %. Y x 24a, REC’D BY REGISTRAR | 24b. Ri 


oadUN 2 6 °6) 


th. If any delay is ie 


arid 3 to the funeral directo’. Page 


bed 


2 


2, 
h form PM3. Begs 5 may be retained for your_files, 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board ol 


within 72 hours after death. 


Item 18. Give Pages 1, 


, and in any, 


y 


< 


MEDICAL CERTIFICATION 
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fe, writing the word “pending” in pencil 
4 should be forwarded fo the Chief Medical Examiner's Office along wit! 


ical 


© 


7 


or its designated agent, prior to burial, cremation, or removal, 


TO — & 


please execute the 


& 
@ 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6667 ___ CERTIFICATE OF DEATH C6651 


~ se 
& 5 : 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
& 8 - COUNT, ian viane a. STATE, COUNTY 
3 Lh ipgt 
3 &, CITY OR TOWN (If outside corporate limits, write [c. LENGTH OF STAY IN Tb c. CITY OR TOWN (If ayfside carporate limits, write RURAL and give nearest town) 
8 Vy URAL and give neargst tawn) 
2 
. 2s bALLAA LA Lat (Hiae2be2s (a) 
2£ 22 d. NAME DF HOSPITAL (If not in haspitol, give street qddress| e. IS RESIDENCE 
So =e OR INSTITUTION ON A FARM? 
~ 
g 35 | ght Lh atsigd ves] No gL 
2 = 6 3.NAME OF First Middle 4. wee Manth i Year 
= = 
Ss (Type or print) MOWARP WESLEY PICKETT DEATH 19 
= Ss 5. SEX 6. COLOR,OR RACE |7. MARRIEDZEPIEVER MARRIED [.] |B. DATE OF - ® a {In years [IF = al IF UNDER 24 HRS. 
E = ne OG, OF. pete Months] Days | Hours] Min. 
ee T) U2 wioowep [] pivorceo [] yrs. 
ol, J |100. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDYSTRY |11. tL fate or Z, | fo 12. CITIZEN OF WHAT COUNTRY? 
SS NMEELS life, even if W4 
th ,rlla . Co. Pad +2 - 
7 SZ MOTHERS MAIDEN NAME 


7 THER'S NAME 


LL 222 OI : LZ a 
#3 WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. L3Z 
rp (Yes, 110, or unknown) {lf yes, give war or dates of service) 
Se bay or ay #2. Lithiit, 


1B. CAUSE OF DEATH [Enter only one cause perJing for (0), (b), and (c)-] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


/ 3/4 DUE TO 
Cantiifonthittchye which (bh 2. 


gave rise to immediate 


INTERVAL BI EEN 
ONSET A EATH 


ease | V2) 


Then please remave carban papers. 


the State Board af Health priar ta burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


The law requires that the death certificate be execut 


Fter this certificate has been signed by the attending physician and cam 


couse (0), stoting the under- DUE TO ’. 
s lying couse last. (¢) 
4 Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Bie peice 
FS ~ |< i. 
= wo S Yes] No—] 
ee © [200. ACCIDENT WAS UNDERLYING [J__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part I or Part Il af item 1B.) 
2s &% JOR CONTRIBUTING L] CAUSE OF DEATH 
<5 & (UF EITHER, NOTIFY MEDICAL EXAMINER) 
a & ]20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or town) (County) (Stote) 
=s ray Haur 0. m, While Not while factory, street, office bldg., etc. y H 
zs = pom 19 lot work [] at wark C] 7] 4 
oe r z ; oy, 
ZF 21. | certify that (1) (this haspital) attended the deceased fram._-(-C4A— _— aod tox 4 + 19.2, that (1) (we) last 


« 


saw the <a an. as (2 19 bf, and thofAeath accurred at aT | fpr the causes and on the date stated above. 
2a. SIGNATUR ; 

P 4 . Y 
ka ipecebetsd »0\peer 


22c. PHYYCIAN'S: 22d, A! 


TT, 
Y 


‘S: 


& TO FUNERAL DIRECTO! 


page 3 shauld be detached far use as the burial-transit permit. 


NAME (Type) 
ze 
oS 23a. BURIAL, CREMATION, ae DATI Lil. 
os KA EMOVAL (Specify 
oF ELE Lig A 
re 


24. Vg, HIERAL DIRECTOR'S 1GZ 
y LD Liege 50 2 


a< 
as 
=> 
2 
Na 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6668 CERTIFICATE OF DEATH 06652 


—— 


~ 

i iF Meg fee oti 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
aes ee Carrell marviano || ° "Maryland * COUN’ Dorchester ‘ 

Bg b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give negrest town) 

52 RURAL and give nearest tawn) ,) 
= 32 Henryton 278 days Vienna x 
me 2 a d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
co sae: OR INSTITUTION D ON A FARM? 
camo —| Henryton State Hospital R.F.Y. 1, Box 10 ves () Noe) 
2 £6 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
2 35 eee Star 
. ES Medford ornelius Pink une 0 6 
2 >s 5. SEX 6. COLOR OR RACE |7. MARRIEDSe] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. APES wine Litas TE UNDER Bs, 

n 

@: wiooweo tT] oworceo EO} | 1.94409 eave ccf | 


10a. USUAL OCCUPATION (Give kind af wark dane| 10b. KIND OF BUSINESS OR INDUSTRY 


during mast of working life, even if retired) 
Laborer — Phillips Packing Company 


13. FATHER'S NAME 


11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Maryland | U.S.A. 


14. MOTHER'S MAIDEN NAME 


Rufus Pinkett Ethel Ball 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unknown), {If yes, give wor or dates of service) 
0-01-7130 Medfo Pinke = patient 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and (c)-] INTERVAL BETWEEN, 


PART |. DEATH Was caused ey. Far advanced bilateral pulmonary tuberculosis, |ON%' AN? OFA 
IMMEDIATE CAUSE {0} 


O 6) WED 
a A » Cardiac insufficiency and failure. 


Then please remove carbon papers. 


the State Board af Health prior to burial, crematian, or remaval, and in any event, within 72 haurs after deoth. 


The law requires that the death certificote be execut 


Efter this certificate has been signed by the attending physician ond complete! 


= Canditions, if ony, which ( 

— gove rise ta immediate 

uh cause {a), stoting the under. ( DUE TO 

Boece lying cause lost. © 
BSs a Zz Faxr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o][19. WAS AUTOPSY 
> 4 = 
£33 & ves] NOC] 
- POR © [200. ACCIDENT WAS UNDERLYING []__ |20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
25.27 & | OR CONTRIBUTING CJ CAUSE OF DEATH 
Zese © | (UF EITHER, NOTIFY MEDICAL EXAMINER} 
23es S [2e. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED _ |20e. PLACE OF INJURY (Home, form, | 20F. (City ar tawn} (Caunty) (Grote) 
2.0 nae 6 Hour a.m, White Not while foctory, street, office bidg., etc.) | 
er ad g p.m. 19 lot work [] ot work ! 
eG52 ° ; 2 
zZ325 21.1 certify that (|) (this haspital) attended the deceased from Septs 6, 1960, 1 me _10 ___. 1981, that (I) (we) last 

2 . 

3 sow the deceased/olive on_Jume 10.1961. and that death occurred of 3 4, Fm fhe causes and an the date stated abave. 
EwG 3 Zo. SIGNATURE 22b.DATE 
Pash oars Fh. Wletey ATTENDING MED. STAFF SIGNED 

ey 74 fauny M.D. | PHYS. DIRECTOR [PHYS 6-10-61 
aD 2c. Noe, 22d. ADDRESS 
= 3 ype) 
£o22 Edgars M. Maculans Henryton, Maryland 
(SSE ae Fo eee em i aa a ee ee ee 
S8ye 7a, BURIAL, CREMATION, | 236, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, tawn, ar county) (State) 
25s BEMQVAL (Specify) Te 4b 5 os 
Brats Ba lume. 4, 1b Lemmon. Comnaw LONG. 
=F 24-FUNERAL DIRECTOR'S SIGNATURE ap RESS f 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
VRAIS (4 ( ig \ ’ Kash 
bm 974) A OU TI Son econ plounc , Many joncy loapyn 13 '61 Onthua f. 


MARYLAND STATE DEPARTMENT OF HEALTH 


6 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
‘ 66§ CERTIFICATE OF DEATH 06653 
3 
S = ae PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
oO Me ms 
Elec t Carroll marian | ° TT Marv) and ». COUNTY 
» 4 2 b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b T ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
2 RURAL ond give neorest town) Z. A 
ies al - Sykesville 3yr.11mo.1hdal, Baltimore City i y 
2 = d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
° a a OR INSTITUTION, * ON A FARM? 
3S) Springfield State Hospital 372) Hudson Street ves EL] Noy 
2 £6 3. NAME OF First Middle tost 4. Date Month Doy Yeor 
a 3 (Type or print) Vera VERENICZ PORRECA DEATH June 12 19 61 
3 D 
oS § S. SEX 6. COLOR OR RACE | 7. 1D PX] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= € sgepe o tog birthéoy) Months] Doys | Hours] Min. 
a Female White wiooweD [] divorced TF] 1-6-20 yrs. 
2 = 10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a during most of working life, even if retired) 
5 Housewife At Home. Maryland , Baltimore | U.S.A. 
3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
o 
¢ | Jacob Warenicz Anna Dounouk 
2 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
§ [Yes, 90, oF unknewn) | (if yes, give wor or dates of service) 5 nit R a 
e No Hospit ecords 
°° i . INTERVAL BETWEEN. 
£ 1B. sar bie Petia per line for (0), (b), ond {c)-] ; INTERVAL BETWEEN. 
5 » DEATINMEDIATE CAUSE (o]_ Bronchopneumonia hours 
se 
= 


by q Z DUE TO 
Conditions, if ody, Whi 
a 


b) 
ove rise to immediate : 
couse {o), stoting the under. ( DUE TO 
lying couse lost. © 


INDITIONS CONTRIBUTING JO DEATH BUT NOT RELATED TO, THE TERMINAL DISEASE LON GIVEN_IN PART 1(a)}19. WAS AUTOPSY 
§ nypagramiel tntection, Obher tHan Sypnr 11S, SpidEMLe ” rerrormeor 
h psychotic reaction. Yes) NOR) 
‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 


ial-tronsit permit. 


cate has been signed by the ottending physician and camp! 


(CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 


Hour 0. m. White Not while 
pita jot work (] ot work [} 


20¢. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
foctory, street, office bldg., etc.) i 
' 


MEDICAL CERTIFICATION 


19.24, thal tR (at last 


saw the deceased alive an __ June 121951 _and that death accurred otlp Ae M, fram the causes and an the date stated abave. 


20. SIGNATUR, B sie + 
ATTENDING. MED. STAFF S| 
(Qu. AM Mo. | PHYS. OF Director Buys. && 6-12-61 


the State Board of Health prior to burial, crematian, or remaval, and in any event, within 72 haurs after death. 


page 3 should be detached far use os 


22d. ADDRESS 2 3 

Py NAME (Type) Springfield State Hospital 
£e3 isp Menm, IM. Ds 0 es de |, nl Sykésville, Maryland 
& 3S 3 23a. oa eee 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
Z32 aeaper Holy Trinity Cemet ELI 

z , urlal 6-15-61, y y eter cridge, Ma, 
Eee Sa 24, SUNERAL DIRECTO NATURE 90 ADDR] x ite Bt 25a. REC'D BY REGISTRAR i REGISTRAR’S SIGNATURE 

4 

weaisin Bead peer baPto 5 as © lose YUN 15 '61 ere 22 


MARYLAND STATE DEPARTMENT OF HEALTH 
Piston ats of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


679 _MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


1 PLACE OF DEATH 2. USUAL RESIQENCE (Whore decoosod lived, If instilullon: Residence before azo 
Fa 6. STATE e b. COUNTY 


Zip ot 
~~, 


e 
a) 
ct 


= 


alth, 


MARYLAND 
| ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporete limils, wrile RURAL end give eam 


iles. 


“a 


= 4 
d. NAME OF HOSPITAL OR INSTITUYJON (if not in hospitel, give street eddress) d, STREET 9 _ ; @. IS RESIDENCE 


Oe S pg __ [west no lg 


3. NAME OF 
DECEASED 
{Type o print 


| 5. SEX 6, COLOR OR RACE|7, MARRIED [JQ NEVER MARRIED [~] OF BIRT % | S. 
Months | Days 
Lor WIDOWED bivorceo [_] : ae 


10a. USUAL OCCUPATION (Give kind of work T0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) | -—=*{12, CITIZEN OF WHAT COUNTRY? 
done during most of grorking 1, ‘EF if ee 


_ SAWVE, MER. STAN DAR MB. ~ “eee 


13. FATHER'S NAMI y 14, MOTHER'S MAIDEN NAME Pac. 
S DEC EVER IN U.S. ARMED FORCEGY | 16. SOCIAL SECURITY NO.| 17, INFORMAN' Address 
no, or unkown) | (Ifyes givewerordetesotservice) al eo 
[Zo, Wwit p2e-8s-S. Abang agin Ble S 


h. If any delay is ». 


to the funeral director/Page 


jief Medical Examiner’s Office along with form PM3, Page 5 may be retained for 


cate should be executed within 24 hours aft 


ithin 72 hours after death. 


{b), end (c).] 


| INTERVAL | BETWEEN 


PART I. DEATH WAS CAUSED 8Y: ONSET AND DEATH 


I7 3, ae ae ‘ te PoLaenig 


Conditions, if eny, (b)_ 
geve tise to immediele cause 
(0), steling the underlying (~ CUETO 
cause lest. (ec) = 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1 Te) { 19. We AUTOPSY 
eee FORM 


G 
20a. EXTERNAL CAUSE WAS 29b. DESCRIBE HOW ye OCCURED. (Enier nolure of Injury In Pert | or Pert Il of item 18.) 
PAR ‘or CONTRIBUTING [1 
CAUSE Of DEATH. PEAS “Hf. tue Le 
2 


YES Oo NO 
20¢. TIME OF INJURY Month, Day, Yeer Od. ae phasanT ise ales i ~< ys (Stote) 
Hour ammo, While __Not Whil E 
a G-io 9 Gt |et work [7] ot work 
21. I certify that | took charge of the remains descril held en Autopsy ja Inspection i and in my opinion 
Natural causes [at Accident bal Suicide re Homicide (Ea Undetermined manner oO 
CHIEF MEDICAL EXAMINER [_] 
ASSISTANT MEDICAL EXAM DATE SIGNED 


MD. a 
DEPUTY MEDICAL EXAMINER’ ah fl / 


A ___Addross (Sirest, elty, town, or county) 
b. DATE THEREOF 22c. NAME OF CEMETERYs@RR-GRERTEPOR 22d. LOCATION (City, Town, or country) (Stele) 


14 NGEl CAK law (hy 


, 3 ADDRESS 240. REC’D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS. AISME SM) | 7 y A, Faecal ) Z. 
5M 7/59 \ Ww, wun 3219 sch AIBN 1-4 '64 x 


ache PG earee 


” in pencil in item 18. Give Pages 1, 2, 


ling’ 


is cel 


Thi 


writing the word “pend 
MEDICAL CERTIFICATION 


EXAMINER: 
te, 


sCICal 


or its designated agent, prior to burial, cremation, or removal, and in any 


4 should be forwarded to the Chi 


please execute the 


6 
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TO — » 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6671 CERTIFICATE OF DEATH avy. dian 665% 


1, PLACE OF DEATH 2. ue RESIDENCE (Where deceased lived. If institution: Residence before admission) 


1 ©. COUNTY ee. mara || “WD RY LAN D ‘ONC ARKOLE 


W b. CITY OR TOWN oh tie corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Tw a, on) 4 (2) DK ya RuRAL WESTMINSTER 


a 
d. pi Peon TAL {If not in hospital, uf street oddress) Rov ADDRESS e. PAR 
KOUTE #7 bVTE HE 7 ves] No (~~ 
3. NAME OF First nes lost 4. Date Month 


® fietem IRENE L. Rosen Bau fam JUNE 27 whi 


3. SEX &. COLOR OR RACE |7. MARRIED [E-NevER MARRIED [] [8 DATE is BIRTH 9. AGE (in yor [FUNDER YEAR| IF UNDER 24 HRS, 
ost birthday) Tenth 
Fe M 1E. WHITE. |wwowen —_—oworceo C] A hy. ‘ ©1913 4 Fe ibe a Pe Ea vane 


100. USUAL OCCUPATION le ataret kind if 7 done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


MBCHIVE” C 10d SEWING Facruey VIRGINIA Yi s.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


nw_h. LOFTIceE items ALICE NEFF 


Lin 7s nll lceacamaatia 16. SOCIAL SECURITY NO. |17. INFORMANT Address AES 
15-/4-B4 FRED LL. ROEENBAUN WEE Bes MS 


18. - ‘OF DEATH [Enter only one couse per line for (0). (b). ond (¢).] INTERVAL BETWEEN 
PART 1, DEATH WAS CAUSED BY: /. 
IMMEDIATE CAUSE (o! a) VA R\ 


ae 
] ) UE TO 


Page 4 
director, 
led with 


y 


Pages | and 2 shauld be 


‘in 24 haurs ofter ai 
y filled in by the fu 


® 


Then please remave carban papers. 


Conditions, if ony, which w 
gove tise to immediote 
cote (0). stoting the under, ( CUETO 
lying couse lost. te 
Pat I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(]]19. WAS AUTOPSY 
yesf] Not] 


200, ACCIDENT WAS UNDERLYING 1) 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. IME OF INJURY Month, Dey, Year ]20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home. form. | 20F. (City or town) (County) (State) 
Hour 0. m. While Not while foctory, street, office bldg, eo) 
pom. 19 lot work [J ot work [J 


21. | certi aS ay the deceased fram AU Gr __, 19.00, “Bi ME ____., 198) thot t tost saw the deceased 


alive an_; VY (Ve ft Zw pices and that death accurred a’ 72M, fram the causes and an the date stated abave. 
we . ADDRESS (Street, city or town, state) DATE SIGNED 


FR ei apis 


‘Z2c. NAME OF CEMETERY OR-CREMATORY d, LOCATION {City, town, oF county} ee 
[Speci f 
LAL) Latta, = Ve VIED LPL LPH HPL, Lh, 
if 


"UNERAL DIRECTOR SIGN. RE ADDRESS he Afiso. REC'D BYPREGISTRAR | 24b-KEGISTRAR'S SIGNATURE 


TES. reas de Md ddd aa oate_JUN 3 0 61 Civthad £, Tans 


the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs ofter death. 


ter this certificate has been signed by the attending physician and com 
MEDICAL CERTIFICATION 


spital ar attending physician. 


ed far use os 
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ACTUAL 
SIGNATURI 


A 
may be reta 
poge 3 should be det: 


TO HOSPITAL 
TO FUNERAL 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


6672 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


ft GRATE: DEATH ‘|| 2. USUAL RESIDENCE (Where docéesed lived, If institution: Residence before edmission) 
a bs 


a. STAT! COUNTY 
= / - MARYLAND 
b, CITY OR TOWN {if outside corporete limits, c. LENGTH OF STAY IN 1b. we CITY OR TOWN (If offside corporete | limits, write RURAL end give he eaNiown) 


Es 
at) 
= 
so 


th, 


Natural causes" Accident fe} Suicide ba Homicide Pa Undetermined manner (| 
ey, 4 > CHIEF MEDICAL EXAMINER [_] 
hap, ASSISTANT MEDICAL oiges oO DATE SIGNE 
Ly hey DEPUTY MEDICAL EXAMINE! 
P UTY MEDICAL EXAMIN a4 cA 3 f 
d Mpes fe Address (Street, city, town, ff county) =y 


we 8 i, 


“| 22¢, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, 


~ o 
ts 2 g 
foo 
>. $6 write RURAL end give neereshto 
5 
SBE | AES » Male geeT air 2 
a) 58 d. NAME SPITAL OR INSTITUT! (if not in hospitel, % 2. dress) <3 STREET ADDRESS Is pane 
26K a = ON A FAI 
33a 22Y 5 Petswr Sn Es fr A 
regs NAME +2 ~~ Middle “Test ya. Month Dey Yoor = 
BOs OF 
HEE a |_tmerim PLAY FUGUE UM rie | tem SVE Fo 96 , 
223 ~]6. COLOR OR RACE|7. aRRIED EVER. MARRIED [] DATE OF BIRTH ]9. AGE (in yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
> last birtbdoy) |Months| Deys | 
28 r Months] Deys | Hours | Min. 
5 EAS wibowen [] bivorceD [_] yrs. 
=e v= 10a, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDYSPRY | 11. foreign country — 12. CITIZEN OF WHAT COUNTRY? 
2858 done during most of workinggfi 
3 ge ye a = 
£ Bi oS, 14, MOTHER'S MAIDEN NAME 
xeee3 2. fox. 
ct -2t GRER a 
=ZO0EE 5 DECI Ss RCES? | 16. SOCIAL SECURITY NO.| 17. INFO! 
Fala & (Yes, no, or unkown) | (Ifyesgivewerordetes of service) 
rat Sar Wx (bases. 27. [tsa 
= i - = Sa = 
3 § = 5 2 18. CAUSE OF DEATH [Enler only one cause per line for (e}, (b), ae Cn 
85 2e- PART I, DEATH WAS CAUSED BY, 
S=zlS52 my IMMEDIATE CAUSE (e) ~ = 
2 5 8 tee ‘4 ) | DUE TO 
28%3— - ie 
7 23 
3555 s Conditions, if eny, which (b) ‘ = be 35 
Pe ae geve riso to immodiete cause 
cfs ay (a), steting the uw OUE TO 
Sz£, 6 cause lest. te) = oleae 
& 5 a z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE C ON GIVEN IN PART 1(e}/ 19. WAS AUTOPSY 
goat | SA ws Seay 
° ee =" = —— 
aa 35 _] | B | 200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURED. (Enter noture of Injury in Pert I or Pert Il of item 18.) 
£3 Ba oar & | PRIMARY [] or CONTRIBUTING [] 
= G3 U | CAUSE OF DEATH. 
2 —_ ye 
IR rs % |/aoe. TIME OF INJURY Month, Dey, Yeor | 20d, INJURY OCCURRED | 20s, PLACE OF INJURY (Home, ferm, 20f. (City or town) (County) (State) 
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1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
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Carroll County marviano || ° OTE Maryland b. COUNTY Bal timore 


i 
b. CITY OR TOWN (If outside corporote limits, write |. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
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d. NAME OF HOSPITAL (If not in hospitol, give street oddress} d. STREET ADDRESS e. 1S RESIDENCE 
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page 3 shauld be detached far use as the burial-transit permit. 


may be retai 


REMOVAL (Specify) 


July 2,1961  |Jessop's Methodist C 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 24a, REC'D BY REGISTRAR 24b. REGISTRARS SIGNATURE 
John Burns' Sons, Towson, Md. pateJt 5°61 Cinthen of Picts 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6675 CERTIFICATE OF DEATH neo. dit. No. 06659 


oil 


a Mayall ms, bite RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
a o b. COUNTY 
CARROLL MARYLAND MPRYLAWD CARROLL 
b. CITY OR TOWN (IF outside corporote limits, write cc. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside carporote limits, write RURAL and give nearest town) 


RURAL ond give neorest town) 
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WAKEFIELD WAKE FIELD 
3. NAME OF First Middle lest 4. Dare Month Dey ‘Yeor 
(type or pio) §=MWETT/E VIOLA SELBY oeaTH TUNE SE 907 
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GEORGE WELLER MBRCPRET ChAWIMER - 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


RSTATE | .° 6678 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 06662 
HE TH Bert. 1, PLACE OF DEATH a 2. USUAL RESIDENCE (Where deceered lived, If institution: Resldence before edmissfon} 
= e. COUNTY ¥ e, STATE 
3 Carrell MARYLAND Maryland 
b. CITY OR TOWN (if outside comporete limits, c. LENGTH OF STAY IN ib ¢. CITY OR TOWN ry. outside corporate li x 
E M write RURAL end give neerest town! 
_ Sykesville 's .5mos, 2day, Chevy Chase 15 B= 
0 d, NAME OF HOSPITAL OR INSTITUTION. {if not in hospital, give street eddress) d STREET ADDRESS a . is HSA 
+ 
te _ Springfield Hospital __|l__4?57_ Chevy Chase Drive _ ves {7} NO fe] 
a 3. NAME OF First Mi Last D. Month Year 
3 DECEASED 
5 ee rest Peter Anthony Spatford Pee ee) 1961 
G3 5. SEX ]6. COLOR OR RACE|7, mARRIED [never marie [] | & a OF BIRTH 9. AGE (In yeers |IF UNDER 7 YEAR| IF UNDER 24 HRS, 
last birthdey) |"Months| Deys | Hous | Min. 
Male White wivowtp[] _bivorcéD February 27 : 19 GT | 


10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stete or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


jal-transit fermit. File pages 1 and 2 with the State Boay 
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4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3, Page 5 may be retained for your files. 
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ies g done during most of working life, even if retirad) 
Seer Lithographer 3 Ohio U.S.A. 
£3 =, 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
x Fy r 
Sea oF Dominic Spadafore Isabella Shebea 
29 15, WAS gicen cre IN U.S. ARMED FORCES? 1 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
So 5, No, oF, fiw { err: Fservice! 
35 > | Yes: Wavy} T3is-i916 - Springfield Hospital Records. 
3 2; = 18. CAUSE OF DEATH (Enter only one cause per line for (e), (b), end (c).] Ee a = INTERVAL BETWEEN = 
= = PART |. DEATH WAS CAUSED BY 2 
S552 és immeniate caust fe} _Asphyxia due to occlusion of trachea by food. Minutes 
c a 
23 = v / a ery DUE TO 
ss 3 Conditions, if eny, seni 
2 aa § geve rise to immediete cause al 
oe (e}; steling the underlying (~ OUETO 
Beets sy cate let, @ 
ad = z Ard OTHER SIGNIFICANT. ea CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tle) 19. WAS AUTOPSY 
SH os a ea8soc.Wi ‘an a with psychotic reaction, ner 
26 S yes No fz] 
== © [20e. EXTERNAL CAUSE WAS 206, DESCRIBE HOW INJURY OCCURED, (Enter neture of Injury In Pert | or Pert Il of item 18.) — 
2 es & | PRIMARY [] or CONTRIBUTING [] 
& = 3 | CAUSE OF DEATH. 
= r y st. & ts 
= af ¢ § | 20e. TIME OF INJURY Month, Dey, Yeor | 20d, INJURY OCCURRED 420s. PLACE OF INJURY (Howe, Cg 208. (City or town) (County) Grete) 
2 ° “3 ‘ While __Not While ctory, street, office bldg., ate.) | 
= ee sT6"P 6/27/1961 |atwok] et wor LE! Hospita Sykesville Carroll Md. 
N05 5 
Be ybE 
@. 
g 
8 
a 
e 
2 
$ 
7. 
2 
S 


TO FUNERAL DIRECTOR: Page 3 should be used as a 


e@: AACE a, ia.p, ASSISTANT MEDICAL EXAMINER oO DATE SIGNED 
3 = DEPUTY MEDICAL EXAMINER ¥) 
E g James T. Marsh, M.D. ie eee ch 6/27/61 
i] 3 | 22b. DATE THEREOF 22¢, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) {Stete) 
is : : : 2 * 
on 7/3/61 Arlington Nat. Cem. Arlington, Virginia 
Ll 23, FUNERAL DIRECTOR ADDRESS 24e, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
VS. AISME d ay ae 
5M 7/59 Robert A. Pumphrey, Bethesda, Marylan pargu, 3 ‘61 Critan £, Prams 


Ce) 


in 24 haurs after e Page 4 


Pages 1 and 2 shauld be filed with 


the State Board af Health prior ta burial, cremation, ar remaval, and in any event, within 72 haurs after death. 


Then please remove carbon papers. 


cian. 
-transit permit. 
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ING PHYSICIAN: The law requires that the death certificate be execute: 


jaspital ar ottending ph 


fter this cer 


Y 


may be retain 


'* 
TO FUNERAL DIRECTO A‘ i 
page 3 shauld be detached for use as the buri 


TO HOSPITAL 


ax 


oO 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
67S CERTIFICATE OF DEATH 06663 
ud ae OF — 2. vey Preece, (Where deceased lived. If institution: Residence before admission) 
arroll MARYLAND “" Mary land » COUNTY Carroll 
b. CITY OR whe {If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURALond give nearest town) 


RuraL nd be fest rest town 
stminster 14 Months Rural, Westminster 
d. NAME. = meant {If not in hospitol, give street oddress) d. STREET ADDRESS . 1S RESIDENCE 
OR INSTITUTION 


Westminster, Md. R.D,i (Silver Run) _|Westminster, Md, R.D.1 (siiver Run) YeSL] NORM 


. ee First Middle Last 4. Held Month Day Yeor 
{Type or print) James Ammon Stonesifer DeaTH «= June 13 19 OL 


S. SEX 6. COLOR OR RACE | 7. MARRIED ge] NEVER MARRIED [] | 6. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
last birthday) | Months] Days Min, 


Male White wiooweo [] oivorceo] | 11/23/1905 55 yrs. we 


100. bea OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


TE mast gf working life, even if retire 
e a Bas er eed Parms Carroll Co., Md, UeSehe 


tired 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Raymond Stonesifer Rebecca Amspacker 
18. WAS DECEASED EVER IN U. S. ARMED FORCES? }16. SOCIAL SECURITY NO. Ia INFORMANT Address 


(Ye. ? oad [" Yes. give war ar dotes of service) 2130189175 |Mrs. John Hauler, VWestuinster, Ma, Re De 2 


1B. CAUSE OF DEATH [Enter only one couse per line for (a), {b), ond (c).} INTERVAL BETWEEN. 


" ONSET AND DEATH 
PART I. ee WAS CAUSED BY: b “4 . 
IMMEDIATE CAUSE (o}, G rebien ~ cRIC me oe, BLE « dle at ae : 


DUE TO 


Conditions, if any, which e tA & Atte 
gove rise to immediote 

couse {o), stoting the under. ( OVETO 
lying cause lost. © 


Past Ul. Pe SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN, IN PART 1{0) |19. seh AUTOPSY 
d r. \ PERFORMED? 
‘pare SVL Cb ry, “vy << P41 vy pee a, yes] NO 


20a. ACCIDENT WAS. nee er Qo '20b, DESCRIBE HOW INJURY OCCURREDL Enter nature af injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING CJ CAUSE EAT 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
iWeure aim? While (reser fectory, street, affice bldg., etc.) f 
p.m. 19 Jot work [7] of work 
that {I) (we) last 
saw the deceased alive an. occurred at FAM, fea the causes and an the date stated abave. 


Za. SIGNATURE : fa * 
f “ } ATTENDING |» MED. STAFF 2 
é écds ? Aan + C. RS m.p.|PHYS. — JRfbirecror O)__Peys. O 16 (Ui 


‘Tic. PHYSICIAN'S 22d. ADDRESS 


NAME (Type) JP 7 a) INACIL AM 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, ar county) {Stote) Md, 


uric foo 6/16/61 Valley Cemete Bachmans Valley ,Nr.Westminster- 


250. "Eley p BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
OA agi tan L fant 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION >.) a RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
“ay 


2 CERTIFICATE OF DEATH OEE 4 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edm 7 


eww 


1a, USUAL OCCUPATION (Gi 
done during most of working 


Housework 
13, FATHER’S NAME 


ind of work | Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
en if retired) | 


Maryland | USA 


34. MOTHER'S MAIDEN NAME 


William Haines 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Ityesgive werordetesof service) 


No 


Adeline M. Burke 


17. INFORMANT Address 


16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) 


No 


5 82 
Ss oa 
= $2 @. COUNTY Cc 11 a. STATE b, COUNTY 
gS eae arro MARYLAND Md. Carroll 
7 2a i ‘corporete limits, ¢. LENGTH OF STAYIN Ib || c. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 
Fas rest town} ¥. ‘i 
'cs Finksburg yA 
” = o - ——a2 
£ 3 8% d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS o IS ESO 
= HSe 
eer Old Westminster Road ee | Old Westminster Road f __| ves (no 
zs an 3. NAME OF > =, fine Middle ‘tat ] 4. DATE Month Dey ‘Yer 
5 3 < OF 
3 aan (Type or print) Mildred A.M. Sullivan peatH = June ly 19 61 
8 $s 5. SEX 6. COLOR OR RACE| 7 MARRIED] NEVER MARRIED fall . DATE OF BIRTH = 9. AGE {In yeors |IF UNDER 1 YEAR| iF UNDER 24 HRS. 
gps F nT Whit lest birthdey} wer] Deys | Hours | Min. 
aes emale e wipowep[] _ovorcto [}| March 2, 1907 Sh ys. 
ses 
ee 
Beis 
a Se 
aao-~ 
£2y 
Eo 
2§— 
a= 
“4 Lad 


None 


| N None _si| Mr, Charles E, Sullivan Finksburg, Md. 
18. CAUSE OF DEATH [Enter only one ceuse per line for (e), (b), end (c).] MNTERVAL BETWEEN 


& INSET AND DEATH 

H rans “wweoiatecaus ) Intestinal Hemorrhage ___|35 mings 
3 } Oo Ste > DUE TO 

£ Conditions, if « .y, which wo Carcinoma Sigmoid Colen ldyears _ 


geve rise to immediate couse 


(e), stating the underlying f° DUE TO 


GIVEN IN PART Ye) 


(eo) = == 


“BUT NOT RELATED TO THE TERMINAL DISEA 19. WAS AUTOPSY 


of Health prior to burial, cremation, or removal, 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DE. 

g See PERFORMED? 
© < YES [_} NO XM 

© |20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nelure of injury in Pert | or Ped lof lem 18.) 4 5 

& | OR CONTRIBUTING [1] CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

Fs 20¢. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, form, | 20f. (Cily or town) ~ (County) ~{Sietey 

a Hour em. While Not While factory, street, office bldg., ete.) | 

Es Bat. 19 et work ot work I 


TENDING PHYSICIAN: The law requires that the death certificate 


retained by the hospital or attending physician. 
TOR: After this certificate has been signed by th 


stiould be detached for use as the burial 


3 we. , 953 todune....2......., 1961, that (1) (we) last 
z So saw the deceased alive on. , and that death occured ap. , from the causes and on the date stated above. 
a agen ¥ ATTENDING MED. STAFF 2b. IN 
@::: aac, mp. | PHYS. a Director [-} PHYS. [} 6n2ned 
= Be Se Bag PENSICIAN'S = Eat <i ie ~~ |'22d. ADDRESS he -_—™ | tems 
Pea Bee uw heMartin E. Strobel, M.D, (48 Main Street, Reisterstown, Md. _ 
Q<P 83 23e, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY —‘| 23d. LOCATION (City, town or county} ~ (Stefe) 
ugh ss EMOYAL_ (Specify) _ 
92008 urial June 5,1 Finksburg Cemetery Finksburg, Nd. = 
Frid w 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25e. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
15M 9/60 J. F. Bline & Sons Reisterstown, Md. pare JUN 5 61 Cuitun £ Paaae 


s 
® 


tems io-el Fiim <90 (RVKRYLAND STATE DEPARTMENT OF HEALTH 


if any delay is [ 


13, FATHER'S NAME 14, MOTHER’S MAIDEN NAME 


1 Bits TATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
FOR STATE MEDICAL EXAMINER'S CERTIFICATE OF DEATH 98665 
HEALTH DEPT, |5. Ptace or veara 2. UBUAL RESIDENCE (Where deceased lived, If institution: Residance belore admis: 

rie 2. COUNTY @. STATE b. COUNTY 

& - Carroll MARYLAND Maryland Montgomery 

=e b, CITY OR TOWN [if outside corporeta limits, ©. LENGTH OF STAY IN 1b ©, CITY OR TOWN (Il outside corporate limits, writeRURAL end give neerest town) 
Bs write RURAL and give neerest town) C SZ 

880 Sykesville 6 days | __—s Monrovia S 77 

358 me | Yd. NAME OF HOSPITAL OR INSTITUTION {il not in hospitel, give streel eddress) d, STREET ADDRESS TS RESIDENCE 
a ao 

Sgo. Springfield State Hospital _____|__RFD HAs Box 207. sd SE NO 
2525 3. NAME OF First Middle . DATE Month Dey Year 

2£ = 3 DECEASED Or 

eres pi Gy ie ERNEST CARL TROUT gee June hk, 19 61 
Stes 3, SEX 6 COLOR OR RACE|7, MARRIED [] NEVER MARRIED 8. DATEOFBIRTH == 9. AGE (In yours IF UNDER t YEAR| IF UNDER 24 HRS. 
mode " Jost birthday) ae Days | Hours | Min. 
beans winowr {] __oivorceo [] | August 22, 1913. L7 = 
we 2 TOa. USUAL OCCUPATION (Give kind of work _ | 1Db. KIND OF BUSINESS OR INDUSTRY ss “RIRTHPLA CE [Siete or foreipn country) 12. CITIZEN OF WHAT COUNTRY? 
IN done during most of working if reli 

ger Farm laborer ose Maryland : _|_ _UsS-As 

a 

S 


eC 


Unimews John Andrew Trout Elsie Burdette 


.L EXAMINER: This certificate should be executed within 24 hours  } 


3 
= 
5 
2 
+. 
2 
vy 
o 
£ 
2 
iJ 
° 
2 
> 
= 
& 
ry 
o 
a 
2 
pati 
aS 
Ei $ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT ~ Address eS, 
oe 0 (Yes, no, or unkown) | (Ifyesgiveweror delesofservi ai a6 Oe 69 
es Ee No ae _Springfield Hospital Record: 
220% 1g. CAUSE OF DEATE [Enter only one cause por line for (a), (b), and (c).] a a Se 2 ing ON R N 
ees PART I. DEATH WAS CAUSED BY, gla seal a 
§éu 2 IMMEDIATE cAUsE (o)_Eixtensive bilateral bronchopneumonia followin 
ae 6 Yo > . . : 
gene Fess seMprs: ingestion of worm seed oil 
£53 au” Condilions, if eny, which (b)_ ee, ee 2 | : 
‘an a E geve rite to immediate couse : So ce 
ar ba (e), stating the underlying ( PVETO 
£eg 5 couse last. . te) 
£ 5 3 a z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)! 19. WAS A AUTOPSY 
Hers 
233 o = 200. Shah ay asa 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature ol injury in Pert | or Pert It of item 18.) 
4 RY ONTRIB 
=253 8] cause oF peatH. Ingested worm seed oil 
men - iw iy = 
£252 3 | Zoe. TIME OF INJURY Month, Day, Year) 2Dd. INJURY OCCURRED | 20s. PLACE OF INJURY (Homo, ferm, 20%, (City er town) (County) (State) 
F982, -]}a)  _Hor em. While on White <> factory, street, office bldg. ste) 
a i et 
s2g3/- =|? Found 5/28/1961 |e wed wor 
S204 21. I certify that | took charge of Ihe remains described above, held an Autopsy [xl a im} Inquiry {cal and in my opinion 
SBOE death resulted from: — Natural causes (i? Accident tal Suicide [ | Homicide tak Undetermined manner io 
fe. 3B Ce CHIEF MEDICAL EXAMINER 
= ga 3 ACTUAL oe en, ASSISTANT MEDICAL EXAMINER ["] DATE SIGNED 
| g SIGNATURE A M.D. 
g355 DEPUTY MEDICAL EXAMINER [_] 6/5/61 
3 2 EXAMINER'S 
2S2es | | Name(tye) Russell S, Fisher, M.D. Address (Street, city, town, of county) F 
ws 36 Ps : (22a. BURIAL, CREMATION,| 22. THEREOF 22. NAME OF CEMETERY OR CREMATORY "22d, LOCATION (City, town, or country) — “Siate) 
AZakE REMOVAL [Specify] 
geod | Burial 1961 Bethesda Meth. — _p_Browningsvi lie, Md. _._ 
) 23. Cr eee Zae. REC'D BY REGISTRAR . REGISTRAR'S SIGNATU 
YS. AISME 5, (z} Ma ‘ ~— 
5M 9/6D\)\ \ “<: ye (e SECU, e iN 8  *61 Clitteun & Kress 4 


ound) 


with 


fh: Page 4 


u 


¢ 


filled in by the funeral director, 


hin 24 hours oftei 
Poges 1 and 2 shoul 


u 


s 


ficote be executed 
After this certificate hos been signed by the attending physician and comp 


Then pleose remove corbon popers. 


hed for use os the buriol-transit permit. 
the registror prior to burial, crematian, or removal, ond in any event within 72 hours after decth. 


TTENDING PHYSICIAN: The law requires thot the deoth certi 
e hospital or ottending physicion. 


poge 3 should be d. 


< TO HOSPITAL O, 
may be retai: 
TO FUNERAL D! 


a 
=. 


< MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6682 CERTIFICATE OF DEATH neg. var. nw 0666 


1. PLACE OF DEATH 
0. COUNTY 


2. ELAR RRSIDENCE (Where deceosed lived. {If institution: Residence before admission) 
°. 


b. COUNTY 
erno eee ix Maryland Carroll 
b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN [IF outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) \ 
Sykesville weeks “\__Rural Westminster 
7 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. i$ RESIDENCE 
a) OR INSTITUTION '} ON A FARM? 
‘ gs 2 i Ro #7 yes [} NO 
3. NAME OF Fi idl 4. DATE 
DeCeaSeD irst Middle pee Lost ia Manth oy Year 
(Type or print) Annie Estella f DEATH June 25 1961 


© 


5. SEX 6. COLOR OR RACE |7. marrieo [\] NEVER MARRIED [} | 8. DATE OF aiR; 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthday) [Months Min. 
Female White wibowen Ce ovorceo OO) | January 12, 1872 89 yn. 
100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | #1. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
House work Own home Carroll County, Maryland 


U.S.A. 
13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 


John N. Ditch lucy Margaret Frock 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Yes, no. er unknown) UF yes, give wor or dates of service) 
No None Mrs. R. Pauline Zepp, R #7, Westminster, Md. 


18, CAUSE OF DEATH [Enter only one couse per line for {a}. (b}, ond (c).] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0} 


) DUE TO 


cause (0), stoting the under ij Ae 
lying couse fast. te 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTI TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va) |19. WAS AUTOPSY 


PERFORMED? 


yes} No] 


200. ACCIDENT WAS UNDERLYING [) 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part II of item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


f20e. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) {Stote) 
Hour an. While Not while factory, street, office bldg., etc.) i 
p.m. 19 fat work [J at work [Fj H 


MEDICAL CERTIFICATION 


21. U certify thot | attended the deceased from._____' Bt. 9.4L ta_29 get, 19. GC that | last saw the deceased 
alive on_____! cy Ea wil, and that death occurred at 223.0%, from the causes and an the date stated above. 
‘ ADDRESS (Street, city of town, stote) DATE SIGNED 
| | [seues eg are A L.. Ra have! 


Nancie Howard E. Hall Sykesville, Maryland 
Zo. REROWAE Keen ‘Z2b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
speci 
B 6 6 Pleasan alley Cemete Pleasant Valley, Carroll, Md. 
23. FUNERAL DIRECTOR'S, : ADDRESS REC" . REGISTRAR'S SIGNATURE 
ESI INE beg) tae, REC'D ov AESIETRAR | 2, REGISTRARS SNARE, 
C.£ ss_ & Son Taneytown, Maryland |pate 


a MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
a) 6683 CERTIFICATE OF DEATH mee " 


Ef 


— 
¥ 


— 


est 4. DATE Month Day 
. 


“He Doris” KATHRIN WaRRineTYhBem June 


5. SEX 6. COLOR OR RACE | 7. MARRIED EQ“NEVER MARRIED oO 8. DATE OF BIRTH #: ee yoo 

FEMALE [WHITE |wwowon  omoroo |FEB 2b, 1920} a7. 

10a. bean re pean kind of ae 0b. KIND OF BUSINESS OR INDUSTRY Barn {Stote ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 
4 Arm MORE MPRVIANDUNITED STATES 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


I ( 2 
(I) Youn w. PFEIFER ANNA Cc. ERERT 
WAS DECEASED EVER IN eee reee Epecest 16. SOCIAL SECURITY NO. ]17. INFORMANT Address, 
eae wre Pees ea EPR 00 D C,WAREIRECT ON _ FR 


INTERVAL BETWEEN 
ONSET AND DEAT} 


Ce aes ‘ bn 
8 32 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before eximission) 
o 8 2. , °. . COUNTY 
- =u) CARROLL mar | VARYLA MD CARROLL 
£ Bh eee a write [¢. LENGTH OF STAY IN Ib |] c-CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town) 
S ) ae =n YO 
O::—_ _XPA NoMER | V2YEAESXK AR pRpL WESTMINSTER 
3 X d. NAME Ort HOSFITALIE not inh pital, give street oddress) [a STREET ADORESS. yr - e. Bs RESIDENCE 
3 COVTE oVTE S vs] NO | 
Z SS 
3 


5, w6l 


IF UNDER 1 YEAR: IF UNDER 24 HRS. 


hin 24 hours aftey 
Pages | ond 2 shoul 


” 


After this certificate has been signed by the ottending physicion and comp! 


page 3 should be deloched for use as the burial-transit permit. 


a f= ¢ 


18. CAUSE OF DEATH [Enter only one couse per line far (0), (b), ond (c)-] 


PART |. DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE (o} 


OUE TO 


YLOID LEUKEMIA 


Then please remove corbon papers. 


‘. i 
“Conditions, if ony, which 


gove ri to immediate 
co¥se (0), stoting the under. ( OVE TO 
tying covse lost. eG 
Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Kio)|19. WAS AUTORSY 
yes] no] 


200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port II af item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Hour o. m. While Not while foctoty, street, affice bidg.. etc.) t 
p.m. 19 fot work [] ot work [J ‘ 


Ce | that | attended the deceased fram VEC EMBER 0, ta UNE. 19.B1 that | lost saw the deceased 


alive an. NV. Nat ay) i” wel __, and that death accurred ath 4. 2M, fram the causes and an the date stated above, 


< ADDRESS (Street, city or town, state) ATE SIGNED 
rate Deuritel D1) abbr no 1A RIDGE Konno blisfel 


TENDING PHYSICIAN: The low requires that the deoth certificote be execute: 


Se 


hospitol or attending physician. 
MEDICAL CERTIFICATION. 


the registrar priar to buriol, crematian, or remaval, ond in ony event within 72 hours ofter death. 
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